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ABOUT SERVE AND THE HOT TOPICS SERIES . . . 



SERVE, the SouthEastem Regional Vision for Education, is a coalition of educators, business 
leaders, governors, and policymakers seeking comprehensive and lasting improvement in education 
in Alabama, Florida, Georgia, Mississippi, North Carolina, and South Carolina. The nacoe of the 
laboratory reflects a commitment to creating a shared vision for the future of education in the 
Southeast 

The mission of SERVE is to provide leadership, support, and research to assist state and local efforts 
in improving educational outcomes, especially for at-risk and rural students. 

Laboratory goals are to 

• address critical issues in the region, 

• work as a catalyst for positive change, 

• serve as a broker of exemplary research and practice, and 

• become an invaluable source of information for individuals working to promote systemic 
educational improvement. 

Each year, SERVE emphasizes one of the national goals established by the President and National 
Governors' Association. A special three-year project, SERVEing Young Children, will focus on 
ensuring that all children are ready to begin school. 

SERVE offers a series of publications entitied Hot Topics: Usable Research. These research-based 
publications focus on issues of present relevance and importance in education in the region and are 
practical guidebooks for educators. Each is developed with input from experts in the field, is 
focused on a well-defined subject, and offers useful information, resources, descriptions of 
exemplary programs, and a list of contacts. 

Several Hot Topics are developed by SERVE each year. The following Hot Topics are presently 
available: 

• Appreciating Differences: Teaching and Learning in a Culturally Diverse Classroom 

• Children Exposed to Drugs: Meeting Their Needs 

• Comprehensive School Improvement 

• Interagency Collaboration: Improving the Delivery of Services to Children and Families 

• Problem-Centered Learning in Mathematics and Science 

• Reducing School Violence 

• Schools for the 21st Century: New Roles for Teachers and Principals 

• Using Technology to Improve Teaching and Learning 

To request publications or to join the SERVE mailing list (everyone on the mailing list will receive 
announcements about laboratory publications), complete the order forms at the back of this 
publication or contact the SERVE office in Tallahassee (see next page). 

Collaboration and networking are at the heart of SERVE's mission, and the laboratory's structure is 
itself a model of collaboration. The laboratory has four offices in the region to better serve the needs 
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of state and local education stakeholders. The contract management and research and development 
office is located at the School of Education, University of North Carolina at Greensboro. The 
laboratojy's information office, affiliated with Florida State University, is located in Tallahassee. 
Field service offices are located in Atlanta, Greensboro, Tallahassee, and on the campus of Delta 
State University in Qeveland, Mississippi. Addresses are provided below. 
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P.O. Box 5367 
Greensboro, NC 27435 
919-334-3211; 800-755-3277 
Fax: 919-334-3268 

Roy Forbes, Executive Director 
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345 S. Magndia Drive, Suite D-23 
TaUahassee, FL 32301-2950 
904-922-2300; 800-352-6001 
Fax: 904-922-2286 

Dorothy Routh, Dq)uty Diiector 
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Atlanta, GA 30303 
404-577-7737; 800-659-3204 
Fax:404-577-7812 



SERVE 

Delta State University 
Box 3183 

Cleveland, MS 38732 
601-846-4400; 800-326-4548 
Fax: 601-846-4016 
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QUIZ 

What Do You Know About Children Exposed to Drugs? 



Directions: Indicate which of the following statements about children exposed to drugs are true and 
which are false. The correct answers are provided on the next page. 

1. Drug and alcohol use during pregnancy is a problem only in poor, minority populations 

living in urban areas. ^ 

2. Children who were bom prenatally exposed to alcohol or other drugs are ineducable. 



3« Children who were prenatally exposed to cocaine suffer the most severe long-term effects 
of children bom substance-exposed. 



4. Most children who were prenatally exposed to drugs are abandoned by or taken away fitom 
their mothers. 



5. Children who were prenatally exposed to drugs are irreparably damaged and have little 
chance of becoming productive and happy adults. 

6« Since children who are substance-exposed are usually placed in special education 
programs, regular classroom teachers do not need to know how to work with them. 

7. Teachers need an extraordinary amount of retraining to be able to successfully teach 
children who have been prenatally or environmentally exposed to drugs. 

8« Children who have been exposed to alcohol and other substances are uncontrollable and 
violent. 



^ 9« Classifications of children exposed to drugs as "cocaine children*' or "drug-exposed 
babies" are necessary to ensure they are provided the appropriate interventions. 

10« Childi en who are prenatally exposed to alcohol or other drugs are fundamentally different 
from other children. 



Answers to Quiz 



EMC 



1. FALSE. QiUdren bom pienataUy exposed to alcohol or other dmgs come ft^o 
socioeconomic backgrounds, r^ices, and geographic areas. 



2. FALSE. With appropriate techniques, most children who have been substance-exposed leam 
as well as their peers* 



3. FALSE. With appropriate interventions, many children prenatally exposed to cocaine improve 
more dramatically than children exposed to other substances. The long-term effects 
of prenatal exposure to alcohol, for example, can be far more severe than prenatal 
exposure to cocaine. 



4. FALSE. The vast majority of substance-abusing mothers keep their children. 



5. FALSE. With appropriate interventions, many children exposed to drugs can lead normal, 
healthy lives. 



6. FALSE. Since the majority of children who have been substance-exposed are of normal 
intelligence, most are placed in regular classrooms; therefore, regular classroom 
teachers need to know how to meet their special needs. 



7. FALSE. Since the majority of teachers already use the techiuques that are successful with 

children exposed to drugs, the only additional training that most teachers require is in 
how to meet the children's special needs. 



8. FALSE. Although some children have difficulty controlling impulses and aggression, most 
respond well to therapeutic interventions, and their behavior and ability to socialize 
improves as they mature. 



9. FALSE. Children who have been prenatally or environmentally exposed to drugs need not be 
labeled if educators and other professionals involved with their care focus on the 
symptoms rather than the causes of problems. 



10. FALSE. Children who have been exposed to alcohol and other drugs are more like then* peers 
than unlike them. 
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INTRODUCTION 



Drags* are ensnaring millions of Americans, including women of childbearing age, and the number 
of women using drags during pregnancy has increased dramatically over the last decade. 
Researchers now estimate that one in ten newboms has been prenatally exposed to drags. 

The devastating effects of drag exposure have significant implicaticMis for educators now that drag- 
exposed babies have reached school age. Whether they arc the victims of prenatal drag exposure or 
environmental exposure from living with substance-abusing families, these children have a wide 
range of symptoms, including intellectual and social-emotional problems, that can put them at risk 
for school failure. 

Yet there is hope. 

Researchers aic finding that efforts to mitigate the damage ftom prenatal and envuonmental 
exposurc to drags are proving effective. Far fiom being a lost generaticMi, children exposed to drags 
arc responding so well to eariy interventions and ^propriate teaching techniques that most arc 
capable of performing successfiiUy in regular classrooms. 

Because the study of prenatal and environmental exposure to drags (with the exception of alcohol) 
is less than a decade old, most research on the effects of drag exposure has been conducted on 
infants. Longitudinal studies of school-aged children exposed to drags arc not yet conq)lete, and 
/model educational programs have not yet been validated Even so, early findings fiom rcsearch and 
practice are identifying educational and other interventions that best serve childrcn exposed to 
drags. Children Exposed to Drugs: Meeting Their Needs highlights many of these practices as it 
examines the problem of substance exposure and identifies interventions that are working. It is 
designed as a guide for both practitioners and policymakers. 

Section I is an overview of the prevalence and impact of substance exposure, including chapters on 
the effects that prenatal substance exposure and living in a drag-abusing environment have on 
childrcn. Section I also includes "Research Findings** fiom studies on childrcn exposed to drags. 

Section H prcsents programs and services that are proving successful with children exposed to 
drags. It begins with descriptions of federal, state, and community early intervention programs 
serving substance-exposed children and their families. Chapter 4 examines district programs for 
children exposed to drugs and identifies training programs for both teachers and parents. In Chapter 
5, school practices that foster the development of children exposed to drags arc presented Section 
n also featurcs ^Dynamite Ideas" highlighting successfiil programs and practices. 

Section DI identifies a variety of classroom management and instractional strategies for teachers of 
childrcn exposed to drags, includes examples of effective programs as fiirther "Dynamite Ideas," 
and offers a number of ^Teaching Tips." 
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*In this document, the terms ''drug" and ''substance" refer to illicit substances as well as alcohol, 
tobacco, prescription drugs, and other legal substances that, when ingested by a pregnant woman, 
adversely affect the development of her baby. 
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Section IV contains an annotated Kst of organizfitions, consultants. pubHcations, and other 
resources of interest to practitioners and policyraakers. The Appendices contain infonnation 
on the Drug-Free Schools Recognition Program, sample behavior modification charts, and a 
classroom rating scale for teachers. The Appendices are followed by an extensive Ust of 
references. 
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THE IMPACT OF SUBSTANCE EXPOSURE 

ON CHILDREN 



Chapter 1 : Prenatal Exposure to Drugs 

• Extent of Prenatal Exposure to Drugs 

• Effects of Prenatal Exposure to Drugs 

• Effects of Commonly Abused Substances 

• Contributing Factors 

Chapter 2: Environmental Risks 

• Bonding and Attachment 

• Substance-Abusing Families 

• Foster Care 
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Chapter^l 



PRENATAL EXPOSURE 
TO DRUGS 

Some researchers believe that fewer than half of drug-exposed 
newborns are identified. Most esthnates on the extent of prenatal 
substance exposure are based primarily on self-reported drug use or 
infant birth records collected by individual hospitals and research 
centers. As a result, figures on the number of children who are 
exposed to drugs are inexact (National Association for Perinatal 
Addiction Research and Education [NAPARE], 1989). 

While there is disagreement about the exact number of affected 
babies, researchers agree that prenatal drug exposure is an alarming 
problem growing at an alarming rate. Figure 1 below depicts 
estimates from leading researchers of the number of drug-exposed 
children bom in the United States by the end of the century. 



:j.:;-..:;::^FiGUREi^::v::.^'-. 

Pro|0i^ Nuhibdr^# Dr^^ Children 
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4,000,000 
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1,000,000 
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Source: Office of Inspector General, 1990a. 




High Estimate 

Dr. Ira Chisnoff , Director, 

NAPARE 

Modcnte Estimate 
NationtI Dmg 
Control Strategy 

Low Estimate 
Douglas Bcshaiov, Fomer 
Diiccior» National Center 
on Child Abuse 



EXTENT OF PRENATAL EXPOSURE 
TO DRUGS 

During the last decade, the incidence of prenatal substance exposure 
has increased dramatically in the United States, largely because of the 
appeal of "crack," a highly addictive derivative of cocaine, to women 
of childbearing age (U.S. General Accounting Office [GAO], 1990; 
National Dmg Information Center (NDIQ, 1986). The nation has also 
witnessed a disturt)ing increase in the number of children bom with be- 
low average birthweight— an indicator of serious health risks and learn- 
ing impaimient— which experts attribute to an increased incidence of 
prenatal drag exposure (Newman & Buka, 1990). 
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■ How many pregnant women use alcohol and other drugs? 



Wliile exact figures on the number of substance-abusing preg- 
nant wonGien are not available, leading researchers agree that at 
least 1 in 10 women uses drugs during pregnancy (Cook, 
Petersen, & Moore, 1990; NAPARE, 1989; Select Committee on 
Children, Youth, and FamiUes, 1989). 

• Fifty percent of the women receiving prenatal care at D. C. 
General Hospital in Washington, D. C, test positive for 
illegal drugs (Koppelman & Jones, 1989). 

• A 1991 study of maternal drug use in South Carolina found 
that 2.5 percent of the delivering women had ingested alco- 
hol or cocaine 8-48 hours prior to delivery (State Council on 
Maternal, Infant, and Child Health [MICH], 1992). 

• Of the 1 ,226 women who gave birth at Boston City Hospital 
between 1986 and 1988, 27 percent had smoked marijuana 
and 18 percent had used cocaine during their pregnancies 
(Select Committee on Children, Youth, and Families, 1989). 

• At the Family Center of Jefferson Medical College in 
Philadelphia, the number of women receiving obstetric care 
who tested positive for cocaine rase from 7 percent in 1985 
(when crack cocaine was first introduced in this country) to 
58 percent in 1988 (Harpring, 1990). 

How many babies are affected? 

Studies indicate that as many as 1 1 percent of the country *s 
newborns — approximately 375,000 infants each year — are 
affected by prenatal exposure to drugs (Hodgkinson, 1992; 
NAPARE, 1989). 

• Approximately 100,(X)0 infants are bom each year exposed 
to cocaine, according to National Drug Control Strategy 
estimates (Sullivan, 1990). 

• Forty thousand babies are bom annually with birth defects 
from alcohol abuse (Sullivan, 1990). 

• As many as 1 in 100 Native American babies is bom with 
fetal alcohol syndrome (Cook et al., 1990). 

• The number of drag-exposed babies rose over 7(X) percent — 
from 96 in 1987 to 700 in 1989— at Pinellas County's Drag- 
Involved Family Unit in St. Petersburg, Florida (U.S. De- 
partment of Health and Human Services [HHS], 1991a). 

• Cocaine-exposed babies account for 80 percent of the sub- 
stance-affected babies bom to women participating in the 
treatment program at Northwestern Memorial Hospital's 
Perinatal Center for Chemical Dependence in Chicago 
(NAPARE, 1989). 



Approximately 100,000 
infants are bom each 
year exposed to co- 
caine, according to 
National Drag Control 
Strategy estimates. 
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"Crack is destroying 
people — Vwc never 
seen mothers like this 
before. " 

Jing Ja Yoon 

Chief of Neonatology, 

Bronx Lebanon Hospital 



How widespread is the problem of prenatal exposure to drugs? 

No longer confined to inner cities, substance abuse in piegnancy 
is found in rural, suburban, and urban settings as well (Select 
Committee on Children, Youth, and Families, 1989). 

• Women living in rural areas in South Carolina use marijuana 
at roughly the same rate as women in urban areas (MICH, 
1992). 

• Before 1985, the buth of a substance-exposed baby was rare 
at St Mary's Hospital in Palm Beach County, Florida. Now, 
one drug-addicted baby is bom there per day (Gregacchik, 
1992). 

• In Virginia, a 1990 statewide survey of pregnant women 
receiving public health care services revealed that 18 percent 
were using licit and illicit dmgs, 15 percent were using 
alcohol, and 32 percent smoked cigarettes ("Substance- 
Exposed Babies," 1991). 

• Approximately 16 percent of die 105 at-risk preschooler 
attending one preschool program in rural Gadsden County, 
Florida, have been positively identified as substance-exposed 

• Ln a 1989 study of 5,000 women in Alabama of childbearing 
age who were screened fcx- marijuana, cocaine, opiates, 
amphetamines, and barbiturates, no difference was found 
between urban and rural drug use for any of the drugs tested 
(George, Price, Hautfi, Bamette, & Preston, 1991). 

How extensive is the problem of prenatal substance exposure in 
the Southeast? 

Like most regions of the United States, die Southeast has 
experienced a dramatic increase during the last decade in die 
number of babies bom substance-exposed 

• Each year in Georgia, between 7,900 and 12,400 women use 
alcohol orother drugs during pregnancy, according to die 
Georgia Department of Human Resources. 

• In 1991, approximately 15 percent of the chiUren bom at 
Grady Hospital in Adanta, Georgia, tested positive foe prena- 
tal exposure to dmgs (Whitfond, 1992). 

• According to officials witii die Mississippi State Department 
of Health, of the 2,628 pregnant women screened in a 1992 
study, approxunately seven percent reported using dmgs 
during their pregnancy. 

• In Soutii Carolina, roughly one in four babies is bom to a 
moAer who uses alcohol or illicit drugs (MICH, 1992). 

• The numbCT of cases involving substance-exposed newborns 
handled by die Florida Department of Hcaltfi and Rehabilita- 
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tive Services more than tripled in thiee years, fcom 1,930 cases 
in 1988 to 6,219 cases in 1991 (Zervigon--Hakes & 
Lockenbach, 1991). 

• A 1990 statewide survey in Virginia found that 62 percent of 
the 1,371 children under age five who received services finom 
child developnocnt clinics exhibited symptMis of prenatal 
drug exposure ("Substance-Exposed Babies," 1991). 

• According to officials at Jackson Menxmal Hoi^ital in Miami, 
FlcMida, 684 babies were bom there prenatally exposed to 
drugs in 1991. 

• In a 1991 study of over 6,000 women in Alabama, 8.4 percent 
of the pregnant women tested positive for drugs (Alabama 
Department of Public Health, 1992). 

Why do women addicts become pregnant? 

Many pregnancies are unplanned. Because drug use interferes 
with menstrual cycles, many addicts believe that they cannot 
become pregnant. Others are too preoccupied with drugs to 
take precautions against pregnancy. 

Some women become pregnant deliberately to fulfill a psycho- 
logical need or to answer a more desperate need. One mother, 
for example, stated that she needed a baby "to slow me down, 
to keep me off the streets" (Howard et al., 1989, p. 8). In a 
more chilling case, an addict whose veins had collapsed from 
chronic drug use became pregnant to create new veins for in- 
jecting drugs ("Substance-Exposed Children," 1991). 

Are some women more likely than others to use drugs during 
pregnancy? 

Women of all ages, races, and economic levels abuse drugs during 
pregnancy. Dmg abuse by low-income mincMity women often 
receives much more attention because most research on prenatal 
substance exposure has been conducted on recipients of public 
assistance. Women receiving public aid are also far more likely to 
be tested and reported for substance abuse during pregnancy than 
women who see private physicians. 

In a recent national survey, 16 percent of the white womien of 
childbearing age reported that they had used cocaine at some time 
in their lives, compared to 9 percent of the African- Anfierican 
women surveyed and 6 percent of the Hispanic women. Forty- 
eight percent of the white women surveyed reported having used 
marijuana as ccxnpared to 42 percent of the Afiican-American 
women and 18 percent of the Hispanic women (Adams, Gfixxaer, 
& Rouse, 1989). 



RESEARCH HNDINGS 



Prevalence Study of Drug 
Use Among Women 
Giving Birth 

In 1991, South Carolina's State 
Council <Hi Maternal, Infant, 
and Child Health COTomis- 
sicMied a study on the number 
of delivering wcxnen who used 
alcohol, illegal dmgs, and non- 
prescribed (Jugs* Tte first 
study of this scope in the 
naticm, the project's purpose 
was to recommend policies for 
the preventicHi and intervention 
for substance exposure. 

To provide accurate estimates 
of die prevalence of prenatal 
substance use in South Caro- 
lina, the research was based on 
anonymous specimens from 
q)proximately 4,(XX) w<xnen 
and 1,200 infants. The speci- 
mens were collected at hospi- 
tals whose patients are repre- 
sentative of the state's popula- 
tion as a whole. 

Findings: 

• Over 15,000 infants are 
bom each year to mothers 
who use alcohol, illegal 
drugs, or non-prescribed 
drugs. 

• Approximately six per- 
cent of delivering women 
use cocaine. 

• Over eight percent of the 
women tested positive for 
marijuana use. 

• AlnK>st ten percent of the 
pregnant women use 
barbiturates, and almost 
seven percent use opiates. 

Source: MICH, 1992. 
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RESEARCH FINDINGS 



Prenatal Drug Use in 
Pinellas County, Florida 

In 1989, the National Asso- 
ciation for Perinatal Addic- 
tion Research and Education 
(NAPARE) studied the 
prevalence of drug use by 
pregnant women in PineUa:; 
County, Florida, as well as 
the reporting practices for 
such cases. Conducted in 
conjunction with Operation 
PAR (Parental Awareness 
and Responsibility), Inc., a 
St. Petersburg drug treatment 
program, the study involved 
715 pregnant women, 380 of 
whom received prenatal care 
at public clinics and 335 of 
whom were seen by private 
practitioners. Each woman 
was screened for cocaine, 
marijuana, opiates, and 
alcohol during her first 
prenatal visit. 

Findings: 

• Of the715 w<Hnen 
screened, 15 percent tested 
positive for cocaine, 
marijuana, opiates, and/or 
alcohol. 

• No significant differences 
were found in the rates of 
drug use for public and 
private patients. 

• No significant differences 
were found in the rates of 
drug use for white women 
and African- American 
women. 

• African-American 
women were ten times 
more likely than white 
women to be reported to 
county health authorities 
for substance abuse 
during pregnancy. 

Source: Harpring, 1990. 



The rate of daily alcohol use is much higher for white women than 
for African-American or Hispanic women, and "binge" drinking 
(five drinks or naore in a day) is three times higher among white 
women than African-American and Hispanic women (U.S. De- 
partment of Health and Human Sendees, 1988). 

How many pregnant substance abusers receive prenatal care? 

Many drug-addicted women do not receive prenatal care. 
Although proper health care can significandy minimize die effects 
of prenatal substance exposure, fear of being prosecuted or having 
their children taken away prevents many women from seeking 
health care during their pregnancies. Some substance-abusing 
women do not see a doctor until they are in labor; even worse, 
others deliver at home to avoid detection ("Substance-Exposed 
Babies,*' 1991). 

A physical examination during the first trimester of pregnancy (at 
an average cost of $15-$50) can prevent needless handicaps and 
save as much as $100,(XX) annually in the cost of caring for and 
educating a single child with severe handicaps (Hodgkinson, 1989). 

• Sixty-four percent of the mothers of Florida's substance- 
exposed babies receive no prenatal care (Zfervigon-Hakes & 
Lockenbach, 1991). 

• Florida ranked last in the U.S . for early prenatal care usage 
among A&ican-American women in 1989 (Whitfill, Liu, & 
Johnson, 1989). 

What is the risk of AIDS? 

In addition to other potential problems, some children exposed to 
drugs in utero are also at risk for the Human Immunodeficiency 
Virus (HIV) infection, a precursor to AIDS. This risk stems fix>m 
the mother's use of contaminated needles to inject drugs or from 
the careless sexual behavior often associated with drug abuse 
(Gittler & McPherson, 1990). 

• Intravenous drug users comprise approximately 21 percent of 
AIDS cases (Feig, 1990). 

• The Centers for Disease Control estimates tfiat over 10,000 
children in the United States are infected with HIV. Most arc 
the offspring of intravenous drug users (Feig, 1990). 

• Nearly one-third of HIV-infected newb(xns develop AIDS 
(Zervigon-Hakes & Lockenbach, 1991). 

• Dade County, Florida, has the second highest number of 
reported pediatric AIDS cases of any county in the nation, and 
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Florida has the second highest rate of ADDS cases of the stales 
in the U.S. (Zervigon-Hakes & Lockenbach, 1991; 
Hodgkinson, 1993). 



How many pregnant women's substance abuse is diagnosed? 

Substance abuse in pregnancy is one of the most conumnly 
missed of ail obstetric and neonatal diagnoses. Health care pro- 
viders typically fail to recognize or confront substance use by 
pregnant women, and few hospitals have established protocols for 
testing pregnant women and newborns for substance exposure. 

According to NAPARE president Ira Chasnoff, MD., many cases 
of prenatal exposure go unrecognized until after a baby is bom ad- 
dicted, often with severe physical or neurological damage. This 
lack of recognition, Chasnoff asserts, accounts for the high rate of 
infant morbidity and mortality of exposed babies (Chasnoff, 1988). 

Even when screening for suspected substance abuse is conducted, 
the results may prove inconclusive. Tests for alcohol use, for ex- 
ample, often produce false negative results since alcohol is me- 
tabolized and excreted eight hours after consumption. Cocaine 
cannot be detected by laboratory tests 36 hours after it is ingested 

What substance-abuse treatment is available to pregnant women? 

Few detoxification facilities accept women; of those that do, many 
are not suitable for women with children, most do not accept 
pregnant women, and alnwst all have long waiting lists 
(Besharov, 1989). Pregnant women are often excluded from 
treatment programs because of legal liability issues. Most 
treatment facilities lack prenatal and obstetric services, and some 
of the techniques that are appropriate for treating a mother's drug 
addiction can be harmfiil to a developing fetus. Fot example, 
withdrawal from methadone, which is widely used to treat 
addiction, can be mott severe for fx)th fetuses and infants than 
withdrawal ftom heroin; methadone-exposed children aged 6-15 
also experience greater neurobehavioral problems than children 
who were prenatally exposed to heroin (Davis & Templer, 1988). 

♦ Two-thirds of the hospitals surveyed in 1989 by the Selea 
Committee on Children, Youth, and Families reported that 
they had no place to refer substance-abusing pregnant women 
for treatment (Weston, Ivins, Zuckerman, Jones, & Lopez, 
1989). 

♦ In 1990, only 135 residential beds were available for the 3,500 
reported pregnant addicts in Florida (Harpring, 1990). 



The rate of daily alco- 
hol use is much higher 
for white women than 
for African- American 
or Hispanic women. 



Two-thirds of the 
hospitals surveyed in 
1989 by the Select 
Committee on Chil- 
dren, Youth, and 
Families reported that 
they had no place to 
refer substance- 
abusing pregnant 
women for treatment. 
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♦ A 1990 survey by the National Association of State Alco- 
hol Drug Abuse Directors, Inc., found that only 1 1 percent 
of the estimated 280,000 drag-using pregnant women 
nationwide received drag treatment (U.S. General Account- 
ing Office, 1990). 

What are the health costs of prenatal substance exposure? 

Because many drag-exposed newborns are premature, below 
normal birthweight, and/or suffering from daxg withdrawal, 
they often require intensive and extended hospital care. 
"Boaxdef * babies, most of whom have been abandoned by their 
mothers, may remain in hospitals for months until foster care 
can be arranged. While Medicaid pays a large portion of the 
bill, hospitals absorb much of the cost of care for these babies. 
In other words, the cost is shouldered by both taxpayers and 
paying patients. 

♦ Drag-exposed newborns stay in the hospital an average of 
13 days longer than healthy infants at an added cost of 
nearly $23,400 per child (Select Committee on Children, 
Youtfi, and Families, 1989). 

♦ The cost of care for the 915 drag-exposed babies bom in 
Los Angeles County in 1986 was $32 million. 

♦ Nationwide costs may be as high as $650 million annually for 
crack cocaine-exposed babies' first year of life (Cheatham, 
1992). 

How does the extent of prenatal substance exposure affect 
social services? 

Babies who were prenatally exposed to drags are among the 
most expensive children cared for by the nation's social 
systems, according to a 1989 study conducted by the Select 
Committee on Children, Youth, and Families. Parental 
substance abuse is also responsible for dramatic increases in 
child welfare caseloads and foster care placements across die 
country. 

♦ Nationally, child abuse cases due to drag dependency rose 
72 percent from 1985 to 1987 (Office of Inspector General, 
1990a). 

♦ In 1989, substance abuse was the "dominant characteristic" in 
the child abuse caseloads of 22 states and the District of 
Columbia, according to a study by the National Committee for 
the Prevention of Child Abuse (Besharov, 1989, p. 8). 
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♦ Of the two million reported cases of child abuse and neglect 
each year, over 50 percent involve substance abuse (Center for 
Early Educaticxi and Development, 1990)« 

♦ Substance-exposed children now account for 60-75 percent of 
foster care caseloads in the nation (Select Committee on. 
Children, Youth, and Families, 1989). 



■ How is prenatd substance exposure ejecting e(ku:ai^ 



Children who are prenatally or environmentally exposed to drugs 
bring to schools a host of problems that are challenging the exper- 
tise of educators and straining already over-buidened educational 
resources. Special education enrollments are increasing, and edu- 
cators are requiring training in such areas as teaching children ex- 
posed to drugs, interacting with substance-involved families, and 
collaborating with social service agencies (Senate Majority Staff, 
1991). 

♦ Soon an average of two children in every classroom in 
Florida will be substance-exposed (Sullivan, 1990). 

♦ According to former Secretary of Health and Human 
Services Louis Sullivan, if current trends continue, children 
exposed to drugs will one day comprise 60 percent of the 
students in some inner city schools (Sullivan, 1990). 

♦ Since early intervention services are provided to only 10 
percent of the children who have been drug-exposed, most 
of the problems related to drug exposure are not discovered 
until the children enter kindergarten (Treaster, 1993). 

♦ The cost to educate children exposed to drugs may be as 
much as four times the cost to educate the average child 
(Sullivan, 1990). 



"These children have 
the potential to swamp 
every system involved 
with their care — hospi- 
tals, child protective 
services, foster care, 
and schools." 

Congressman George 
Miller, Chairman 
Select Committee on 
Children, Youth, and 
Families 
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Jeffrey M. Georgi* 

If we arc honest, somewhere deep inside most of us resounds the question: **How can a mother do 
this to her baby?" Confronted by television commercials which graphically show emaciated, strug- 
gling infants bom to cocaine-using mothers, we are driven to seek quick solutions to an immediate 
crisis. The power of these images seduces well-meaning citizens to demand revenge against the 
mothers who dare assault their children with the poison known as cocaine. The human cry is that 
there is no excuse for such behavior. There is no excuse, for no excuse is necessary^ Gone are the 
days when we bum witches at the stake— gone are the days when we herd lepers into isolation— gone 
are the days when we attempt to exorcise the epileptic's demons — ^so too must be gone the days when 
we persecute wcnnen fiw: an illness they did not choose. 

I wish I could tell you exactly why cocaine has such a tenacious hold on the addicted Unfortunately, 
neither I nor medical science has the complete answer. But we are getting closer. This is what we 
know* When a person ingests cocaine the cocaine potentiates neurotransmitters, most notably, 
dopamine. The potentiation of dopamine translates into pleasure with a capital "P.'' The immediate 
and short-term effects of cocaine are a potent increase in concentration, an elevation in the person's 
subjective sense of their own personal power, and a heightened experience of pleasure 

Of interest and of importance, we also know that some people seem biologically vuhierable to the 
euphorogenic effects of cocaine. Simply put, some people use cocaine and find nothing special about 
it at all; other people use cocaine and love it For reasons we cannot yet totally explain, we know that 
cocaine, particularly when-smoked, produces a high that is significantiy more seductive and more 
powerful tiian die subjective response to amphetamines and other central nervous system stimulants. 

We know tiiat shortly after the exposure to cocaine, when tiie high subsides, most people experience 
depression and anhedonia, which pushes them to further use. In street parlance, cocaine users start 
"chasing the high." With the memory of tiie high so intense and tiie after effects of the high so de- 
pressing, a pharmacological push is on for binge use. After prolonged and consistent exposure to co- 
caine, tiie available dopamine witiun tiie brain is tempcaarily depleted Such a depletion may indeed 
define tiie biological foundation of tiie profound depression experienced by many cocaine users. It 
may fiuther explain tiieir inability to experience pleasure at all witiiout continued use of tiie dmg* 

Not only are tiiere biological realities contributing to cocaine addiction, but tiiere are sociological vari- 
ables as well. Cocaine is tiie poor woman's winning lottery ticket, if only fcx- twenty minutes. I am in 
no way suggesting tiiat only tiie working poor, tfie poor, or tiie underclass faU prey to cocaine addic- 
tion—it is indeed an equal opportunity illness. There are counfless middle class and affluent men and 
women who are addicted to cocaine. But, if ever tiiere was a drug uniquely suited for diose who face 
situational despair and cultural depression and hopelessness, cocaine is it If you grow up in a dead- 
end w<xld witii limited family supports, stunted dreams and aspirations defined by a television set tiiat 
prwrnses a wotU you know you can never have; if you are tiie recipient of a welfare system tiiat re- 
wards irresponsible reproduction and undermines personal initiative; if you face each new day witii 
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the profound confiontadon of your own powerlessness, it is CMily natural to seek nxniientary relief 
frcHn adrug guaranteed to give you an intense sense of personal power, potency, and pleasure. It does 
not surprise me that wonien use cocaine. What surprises me is that we all don't use this drug. 

There is still more that we know about chemical dependency in general and cocaine addiction in 
specific. For the cocaine-dependent woman, her continued use is not a bad habit similar to bit- 
ing your fingernails nor is it a matter of simple choice, any more than depression is an active 
choice on the part of those chronically depressed. Addiction is a mental disorder that erodes 
willpower and denies free choice. It pharmacologically drives patients to continually use their 
drug despite negative life consequences. With powerful pharmacological and sociological trig- 
gers, cocaine craving gnaws away at abstinent addicts until, in exhaustion, they give into the de- 
mands of their drug. Over time, the aggressively addicted cocaine addict uses drugs not so much 
for the euphorogenic side effects of the drugs but rather as a desperate attempt to break the cycle 
of anhedonia, depression, and despair. Addiction is a vicious disease and the addict is just as 
much a victim of his or her illness as is the middle-aged man suffering from coronary artery dis- 
ease, the 39-year-old woman struggling with adult-onset diabetes, or the 61-year-old grandfather 
dying of lung cancer. 

In my own clinical practice there is clear anecdotal evidence indicating that the potency of moth- 
erhood has a greater impact on arresting active alcoholism and heroin addiction than it has on 
cocaine dependency (I cannot tell you why). There is further anecdotal support for my belief 
that the hormonal changes inherent in pregnancy and post-partum depression can represent co- 
caine-relapse triggers which need specific therapeutic intervention. I do not believe these high- 
risk times are simply coincidental — hvt rather I believe there is a biological foundation to these 
relapse patterns. We need to be clef /er regarding the neurochemical pathways of cocaine and 
why some people are so vulnerable to this drug. Unfortunately, research has not yet provided 
the answers to these and other questions — so we need more research. 

HOW CAN A MOTHER USE COCAINE WHEN SHE KNOWS IT MAY HARM HER 
BABY? . . . She uses cocaine because she is addicted! The cocaine-using mother is not the vil- 
lain any more than her child is the villain — ^they are both victims. If there are villains for today, 
they are people like me who have failed to get the message across that these women need treat- 
ment, not punishment. If there arc villains for today, they are you and I who have consistently 
allowed our politicians to put women and children as our lowest social priority. 

We can fight this disease called cocaine dependence — we may even be able to beat it — but it 
will take money, research, political courage, and treatment. 

♦Text of speech delivered to the Lt Governor's Conference on Cocaine, Charlotte, North Carolina, 

December 9, 1991 . (Adapted with pemiission.) 
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EFFECTS OF PRENATAL EXPOSURE 
TO DRUGS 



The rapidly growing body of research on prenatal exposure to 
alcohol and other drugs strongly indicates that drug use duriiig 
pregnancy can create a multitude of problems for the developing 
fetus, infant, and child. As is often the case in new fields of re- 
search, there is some disagreement about the level of impact of 
prenatal exposure, but all researchers agree on one point: drug use 
by a pregnant woman puts her developing baby at great risk. 



Drug use during 
pregnancy can create 
a multitude of prob- 
lems for the develop- 
ing fetus, infant, and 
child. 



Researchers also agree that 

♦ babies who were prenatally exposed to drugs are much 
more likely than drug-free newborns to be bom with low 
birthweight, 

♦ drug-exposed infants are at a much greater risk for Sudden 
Infant Death Syndrome (SIDS), and 

♦ prenatal drug exposure is more likely to affect children's 
behavioral and neurobehavioral patterns than theh* growth 
(Cook etal., 1990). 

■ What drugs are most commonly abused by pregnant women? 

Although crack cocaine is making the headlines, alcohol and 
cigarettes are by far the most commonly abused drugs by 
pregnant women. 

■ How do drugs affect the developing fetus? 

Some people believe that the fetus is protected from dangerous 
substances by the mother's placenta. Actually, the opposite is 
true. Alcohol and other drugs flow rapidly and easily from the 
mother's bloodstream through the placenta to the baby. 
Because the fetal liver is not fully developed, such substances 
also remain in the fetus for a much longer time than in the 
mother. Cdcaine, for example, has been found in six day-old 
infants who were exposed to the drug two to three days before 
birth (Schneider, Griffith, & Chasnoff, 1989). 

Drugs that are inhaled or injected tend to reach the fetus faster 
and in higher concentrations than drugs taken orally. 

■ How does the timing of drug exposure affect the fetus? 

♦ Drag use at any time during pregnancy poses significant 
risks to the developing fetus. 
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♦ Drug use during a pregnancy can teing about a spontaneous 
abortion, stillbirth, or premature labor. 

• Because the central nervous system be^uis developing during 
the first eight weeks of pregnancy, the embryo is especially 
vulnerable to chemical injury; cc«isequently , exposure to toxic 
doses of drugs at this stage of developnaent can result in 
malforaiations of organs and limbs or death. 

• Drug exposure during the thiid through the ninth months of 
pregnancy is likely to result in retarded fetal growth and subtle 
mental and beha\ioral deficits. 

♦ Drug use near the time of delivery may precipitate premature 
labor. 

■ How do the dosage, frequency, and level of drug use affect the 
fetus? 



Because there is a fundamental dose-response relationship be- 
tween the drug and the mother, the larger the drug's dose, the 
more toxic its effects are on the fetus. Still, while chronic and 
binge drug use are more likely to cause damage, even very lim- 
ited drug use has been linked to fetal injury. In other words, 
there is no "safe'' dosage or time for drug use during pregnancy. 

What is the difference between "drug-addicted"' and "drug- 
exposed" babies? 

Not all drugs are physically addictive; therefore, not all babies 
exposed to drugs are bom "hooked." The three categories of 
effects suffered by infants prenatally exposed to alcohol and 
other drugs are as follows: 

!• Addiction — ^The baby is bom addicted to a drug, such as 
heroin, and undergoes withdrawal, lasting for days, weeks, or 
months, depending on the drug. Afterwards, the infant may 
develop more or less nonxially. 

2. Toxicity — ^Toxicity occurs when large doses or prolonged use 
of drugs cause direct injury to the developing fetus. Toxic 
effects most often result in malformations or central nervous 
system deficits. 

3. Teratogenicity — Teratogenic effects are injuries to the meta- 
bolic, endocrine, or central nervous system functions that can 
result in structural damage to the fetus. More complex than 
addiction or toxicity, teratogenicity may or may not be appar- 
ent at birth; in fact, some teratogenic effects may not emer<?e 
until childhood or adolescence* Because teratogenic effects 
take a variety of forms, identification and intervention is diffi- 
cult (Weston, Ivins, Zuckerman, Jones, & Lopez, 1989). 



Because there is a 
fundamental dose- 
response relationship 
between the drug and 
the mother, the larger 
the drug's dose, the 
more toxic its effects 
are on the fetus. 
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■ WhMt is the significance of low birthweight? 



The southeast states 
have among the 
highest rates of low 
birthweight babies in 
the U.S., with Missis- 
sippi ranked highest 
of the fifty states. 
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One of the nx>st aKnmcMi ccmsequences of prenatal exposure to alco- 
hol and other dmgs is low birthweight, which is defined as less than 
2500 grams (5.5 pounds) at birth. Low birthweight results when ba- 
bies arc bom too eariy cx* fail to grow properly in the womb because 
of placental insufficiency, maternal malnutrition, or restricted blood 
flow to the fetus. 

About seven percent (270,000) of the babies bcHm in the United 
States each year arc bom with below-nonnal weights. ^Tule ad- 
vances in medical technology have helped reduce infant mortality, 
the incidence of low birthweight has increased, largely due to the 
growing numbers of drug-exposed babies, who are four times more 
likely than other babies to be bom with below-normal weights 
(Newman & Buka, 1990). 

In addition to indicating that a baby did not thrive in the mother's 
womb, low birthweight puts the infant at significant risk during the 
first year of life* Babies with low birthweight 

♦ account for two-thirds of all neonatal deaths. 

♦ are 40 times nK>rc likely than babies of normal weight to die 
during their first month of life* 

♦ are 20 times more likely to die in the first year of life (Zervigon- 
Hakes&Lockenbach, 1991). 

Children who are bom with very low birthweight (less than 3 
pounds, 3 ounces), arc 2(X) times more likely than other babies to die 
in the first month after birth (Institute of Medicine, 1985). 

How many children are born with low birthweight in the Southeast? 

The southeast states have among the highest rates of low birth- 
weight babies in the U.S., with Mississippi ranked highest of die 
fifty states. As indicated in the chart on p. 15, Georgia is the cmly 
southeast state in which the number of low birthweight babies de- 
creased over the last decade. 

What are the educational implications of low birthweight? 

Low birthweight is the most prevalent of the preventable causes of 
learning impairment Children bom with below- nomial birthweight 

♦ often have neurodevelopmental handicaps, including cerebral 
palsy and seizure disorders, that arc linked with learning disabih- 
ties and behavioral problems in the classroom; 
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State 


Born in 1980 


JT CI VUllt' 

Born in 1989 


National Rank 


Alabama 


7.9 


8.3 


5 


Florida 


7.6 


7.7 


11 


Georgia 


8.6 


8.3 


5 


Mississippi 


8.7 


9.4 


1 


N. Carolina 


7.9 


8.1 


7 


S. Carolina 


8.6 


9.2 


2 


United States 


6.8 


7.0 




Source: Center for the Study of Social Policy. 1992. 
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• are more likely to have problems such as delayed speech and 
language development, cognitive disorders, attention deficits, 
and hyperactivity, which lead to poor school performance; and 

• are nK)re susceptible lo chronic respiratory problems that can 
interfere with school attendance. 

As indicated in Figure 3 (p. 16), low birthweight is associated 
with poor school performance for grades K-12. 



EFFECTS OF COMMONLY ABUSED 
SUBSTANCES* 

At present, littie is known about the effects of prenatal exposure to 
specific drugs. With the exception of alcohol, very few large-scale 
studies have examined fetal reactions to individual substances; still 
fewer have examined the impact of the timing and amount of drug 
exposure. Because most substance-abusing pregnant women use 
more than one drug and because "street" drugs are rarely in pure 
forms, isolating the effects on the fetus of specific drugs is ex- 
tremely difficult. 

Even less is known about the long-term effects of prenatal substance 
exposure on children*s development Because crack cocaine was first 

*Unless otherwise indicated, information about the following drugs is 
taken from the Office for Substance Abuse Prevention's publication 
Alcohol, Tobacco, and other Dnigs May Harm the Unbom by Paddy S, 
Cook, Robert C. Petersen, and Dorothy T, Moore, 1990. 



Of children bom with 
very low birthweight, 
only 30 percent have 
IQs above 90, as com- 
pared to 65 percent of 
those bom at normal 
birthweight. 

Lucile Newman and 
Stephen L. Buka 
Every Child a Learner, 
1990 
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introduced in the U.S. during the mid-1980s, researches can only 
g)eculate CHI its lasting effects. Although several Icxigitudinal studies 
are underway, researchers are having difficulty discerning which 
effects are caused by prenatal drug exposure and which are the result 
of environmental fiictors associated with substance-involved families. 

■ 

Reilitibit of iiMiitii^il^^ I 
f or Childfin 4^17 



■ is receiving special education 

services 
□ Has repeated a grade 




Very Low Birthweight Low Birthweight Nomial Birthweight 
<1500g (3.3 lbs) 1500-2500g (3.3^.5 lbs) >2500g (5.5 lbs) 
(n=68) (n=790) (n-9664) 

Source: McComick, Gortmaker, & Sobol, 1990. Based on 10,522 
children in the National Health Interview Survey, CMd 
Health Supplement. 



Because much of the research on prenatal substance exposure has 
been conducted on poor women and children receiving public aid, 
researchers also have difficulty distinguishing outc(mies of prenatal 
drug exposure ftiMn those due to poverty and related factOTs. Inmost 
studies the effects of prenatal drug u se are likely to be exacerbated by 
poor nutrition, poOT general health, inadequate prenatal care, and other 
factOTs associated with poverty. 

For these reasons, the effects of prenatal exposure to specific drugs 
described on following pages should be viewed as possible or 
likely, rather than certain, outcomes: 



Alcohol 



Alcohol is the most widely used — ^and abused — drug in the United 
States. Ethanol, its active ingredient, is a central nervous system 
depressant that slows down bodily functions such as heart rate and 
respiration. Alcohol produces feelings ranging ftom well-being, 
conviviality, and relaxation in small doses to depression and 
hostility in large doses. Chronic heavy drinking can result in liver 
disorders, high blood pressure, heart disease, deficiencies in the 
body's immune system, and impaired brain functioning. 



■ How does prenatal exposure to alcohol affect the infant? 

Frequent or heavy drinking throughout pregnancy may cause 
serious birth defects, the most severe of which is the constellation 
of symptoms termed/e/tt/a/co/w/5y/2^o/ne (FAS). A diagnosis 
of FAS requires at least one feature from each of the following 
three categories: 

1 . Retarded growth before and/or after birth — ^with abnormally 
small head circumference, weight, and/or length 

2. Central nervous system disorders — ^with signs of abnormal 
brain functioning, delays in behavioral development, and/or 
intellectual impaument 

3. Abnormal craniofacial features (at least two) — small head, 
small eye or short eye openings, poorly developed philtrum 
(the groove above the upper lip), thin upper lip, short nose, or 
flattened midfacial area 



Other abnormalities associated with FAS include crossed eyes 
and near-sightedness, malformations of the ears, heart mur- 
murs, liver and kidney problems, retarded bone growth, upper 
respiratory problems, and hernias. 

Of the babies affected by prenatal exposure to alcohol, almost 
three times as many suflfer from fetal alcohol effects as FAS. Ex- 
posed to lower levels of alcohol, these babies may have ear and 
eye defects, heart defects, physical defomiities, joint and Umb 
malformations, buthmarks, cerebral palsy, mental retardation, and 
neurological abnormalities. 

Infants of heavy drinkers often suffer from feeding difficulties, 
problems self-regulating physiological states and sleeping 
pattems, and unresponsiveness. The child's resulting restless- 
ness and irritability often inhibits the process of bonding with * 
his or her parents. 



Alcohol is thf; most 
widely used — and 
abused — drug in the 
United States. 
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RESEARCH FINDINGS 



Behavior and Learning 
Disabilities in Children 
Exposed Prenatally 
to Alcohol 

In a study conducted by the 
Learning Disorders Unit of 
Yale-New Haven Hospital, 
87 children were evaluated 
for indications of prenatal al- 
cohol exposure. The chil- 
dren, all of whom were of 
normal intelligence, had been 
referred because of learning 
problems. 

Findings: 

• Of the 87 children evalu- 
ated, 15 were found to 
have been exposed 
prenatally to large 
amounts of alcohol. 

• None of the 15 alcohol- 
exposed children dis- 
played the severe symp- 
toms of Fetal Alcohol 
Syndrome, but all showed 
the deficits in growth, 
facial anomalies, and 
"soft" neurological 
irregularities that would 
suggest prenatal exposure 
to alcohol. 

• Although all the children 
prenatally exposed to 
alcohol were of normal 
intelligence, subde 
central nervous system 
impairments resulting 
from exposure to alcohol 
caused behavioral and 
learning deficits. 

Source: Shaywitz, Cohen, & 
Shaywitz, 1980. 



Because alcohol is excreted within eight hours after being 
ingested, tests for fetal alcohol exposure are often inaccu- 
rate. As a result, prenatal exposure to alcohol may not be 
diagnosed for several years. 

■ What are the effects of prenatal exposure to alcohol on the child? 

FAS is the leading cause of mental retaidation in the U.S. and 
the third leading cause of birth defects (Cook et al,. 1990; 
Hand, 1992a). Prenatal exposure to alcohol may also cause 
subtle central nervous system deficits resulting in behavioral 
and learning abnormalities, including hyperactivity, impaired 
motor development, and developmental delays. 

Cocaine 

Cocaine is a powerful, short-acting central nervous system stimu- 
lant that is extracted from the South American coca bush. It is 
snorted through the nose, injected into a muscle or vein, or con- 
verted into a smokable form called "freebase." 

Crack (named for the sound it makes when it is being smoked) is a 
nearly pure form of cocaine that comes in the form of a light 
brown or milky white pellet or "rock." Because it is smoked, crack 
cocaine delivers a burst of cocaine to the brain in less than 15 
seconds, causing a dramatic high. Persons who smoke crack 
cocaine report feeling extremely powerful and sexually aroused. 
Yet within minutes the user is left craving more, as the euphoria is 
replaced by severe depression, paranoia, and irritability. Asa 
result, crack cocaine users rapidly fall into a vicious cycle that can 
leave them physically and psychologically addicted in as little as 
two weeks (Koppelman & Jones, 1989). 

Substance abuse experts believe that women use crack cocaine 
more than other illicit drugs because it is inexpensive ($3-$ 10), 
accessible, and does not require intravenous injection (GAO, 
1990). According to Dee Ann Caudel of die Michigan Office of 
Substance Abuse Services, unlike depressants such as heroin, crack 
cocaine "makes women feel good and powerful. They like tfiat 
feeling'' ("Substance-Exposed Babies," 1991, p. 1). Of women 
seeking treatment for drug addiction, almost twice as many are 
addicted to cocaine as alcohol. 

■ How does prenatal exposure to cocaine affect the infant? 

When ingested during the early months of pregnancy, cocaine can 
cause a spontaneous abortion. Used later, it may result in prema- 
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ture labOT, a fetal stroke causing iircversible brain damage, or a 
stillbirth delivery. Cocaine decreases blood flow to the fetus, cut- 
ting off the passage of growth-enabhng nutrients and oxygen. In 
some cases, neurological and respiratory problems may result, or 
organs may be undodeveloped or malformed Cocaine can also 
cause the placenta to pull away fmm the wall of the uterus before 
labor begins, causing extensive bleeding. This condition, known 
as abruptio placentae, is potentially fatal to both nK>ther and child 

Babies exposed to cocaine in utero often experience tremors, stiff 
muscles, increased respiratory and heart rates, and difficulty suck- 
ing and swallowing. They are generally unresponsive to the hu- 
man voice and face, lack the ability to interact with others, and are 
highly unstable emotionally. Because they are very sensitive to 
even the mildest environmental stimulation, newborns affected by 
cocaine cry a great deal. They do not fall asleep readily and once 
asleep are easily awakened They may remain irritable for six to 
eight weeks after birth and may not respond well to their environ- 
ments until they are two to three months old Physicians also re- 
port a higher incidence of autism among cocaine-exposed children 
(Davis, 1993). 

What are the effects of prenatal exposure to cocaine on the child? 



Cigarette smoking is 
the single most 
preventable cause of 
disease and death in 
the United States. 



Research indicates that drug-exposed children differ fibm other 
children in intellectual functioning, quality of play, and security of 
attachment to their parents or parent figures. Their performance in 
school can be in^aired by learning problems, attention deficit 
disorders, and language delays. Cocaine-exposed children often 
have tantrums, poor impulse control, and an inability to regulate 
behavior. Other long-term developmental problems associated 
with prenatal exposure to cocaine include irritability, mood 
swings, sleeping irregularities, eating problems, and difficulties 
with short-term memory (Davis, 1993; Kronstadt, 1989). 



Tobacco 



Cigarette smoking is the single most preventable cause of disease 
and death in the United States. Its yearly death toll is approxi- 
mately 400,(XX). Tobacco smoke contains numerous toxins, in- 
cluding carbon monoxide, nitrous oxide, lead, hydrogen cyanide, 
and 43 known carcinogens. Nicotine, the active ingredient in 
cigarettes, is an addictive drug capable of either stimulating or 
relaxing the user. 
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■ How does prenatal exposure to tobacco effect the infant? 



Chad» who is 14» was bom 
with fetal alcohol syndrome, 
although it was diagnosed only 
a year ago. 

Chad is adopted, which is typi- 
cal of children with fetal alco- 
hol syndrome. Most of the 
mothers of fetal alcohol syn- 
drome children are unable to 
care for them. As a baby, 
Chad was left alone for long 
periods while his mother drank 
in bars. By the time he was 3, 
social workers had perma- 
nently removed him from his 
mother's custody, and he had 
lived in five foster homes. 
The effects of fetal alcohol 
syndrome make it hard to rear 
these children. Mothers often 
give up. 

It is not unusual for FAS chil- 
dren to be shunted from one 
foster home to another. The 
day his adoptive mother took 
him home, she was handed a • 
report that said he was mean to 
other children in foster care. 
His adoptive mother says she 
was so happy to get Chad that 
the report did not sink in. In 
the years since, Chad was seen 
by a number of specialists, but 
"no doctor had ever mentioned 
fetal alcohol syndrome," his 
adoptive mother said. She 
came across his condition al- 
most by accident, after going 
to a program on drug abuse. 

Chad had always had problems 
learning in school and making 
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Babies bom to women who smoke during pregnancy are likely 
to be significantly lower in birthweight and shorter in length 
than babies bom to nonsmokers. In fact, the Surgeon General's 
current warning on cigarette packs states that "smoking by 
pregnant women may result in fetal injury, premature birth, and 
low birthweight" During their first year of life, children of 
smokers are at greater risk than the babies of nonsmokers of 
death from SIDS or respiratory problems. Prenatal exposure to 
tobacco is also suspected of contributing to heart defects, cleft 
palates, hernias, and central nervous system abnormalities. 

What are the effects of exposure to tobacco on the child? 

Maternal smoking during pregnancy has been linked to impaired 
intellectual and physical grow^ in children as well as behavioral 
problems such as a lack of self-control, irritability, hyperactivity, 
and disinterest (Rush & Callahan, 1989). Children who are ex- 
posed to smoke in utero or live in households with sn[K>kers are 
more likely to develop middle ear infections, colds, asthma, and 
other respiratory problems; recent studies are finding links be- 
tween second-hand sax>ke and cancer. Longitudinal studies sug- 
gest tliat sn[K)king has a cumulative negative effect on children's 
verbal performance (Nevraiar; & Buka, 1990). 



Marijuana 

Marijuana is a mind-altering drug made from the dried particles of 
the hemp plant. The strength of marijuana's effects depends on the 
amount of THC (delta-9-tetrahydrocannabinol) it contains as well 
as the effects of the potentially 2,000 secondary chemicals con- 
tained in marijuana tobacco. It is typically smoked in cigarettes, 
pipes, or water pipes or mixed with food and eaten. Marijuana's 
appeal is its intoxicating and sensory-distorting euphoria. 

■ How does prenatal exposure to marijuana affect the infant? 

Because the chemical content and potency of marijuana vary 
widely, consistent findings on its effects are few. Research 
suggests, however, that prenatal exposure to marijuana may re- 
sult in premature births or low birthweight. Marijuana also ap- 
pears to have a synergistic effect when it interacts with other 
drugs. For example, when combined with alcohol consump- 
tion, marijuana use has been found to be a strong predictor of 
fetal alcohol syndrome symptoms in newborns. 
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Newborns whose mothers smoked marijuana heavily during preg- 
nancy have an increased incidence of low birthweight and may be 
irritable, tremulous, and deficient in visual functioning for the first 
month of life. 

■ What are the effects of prenatal erasure to marijuana on the 
child? 

Because marijuana is typically used in conjunction with other 
drugs, studies of its effects on children are limited and inconclu- 
sive. 

Narcotics 

Narcotics, central nervous system depressants, are opiates derived 
from poppy plants. They include illicit drags, such as heroin and 
opium; therapeutic medications, such as codeine and morphine; and 
synthetic forms, such as Demerol, Darvon, Percodan, and Methadone, 
which are used to relieve pain. Narcotics com& in a variety of forms, 
including powders, liquids, tablets, syraps, and cj^sules, and are taken 
intravenously or orally. Because they evoke feelings of euphoria, all 
narcotics have a high potential for abuse. 

■ How does prenatal exposure to narcotics affect the infant? 

The majority of infants bom to nK)thcrs with a recent history of 
narcotics abuse suffer fix>m severe withdrawal characterized by in- 
creased sensitivity to noise, irritability, poor coordination, and un- 
coordinated sucking and swallowing reflexes. Termed "neonatal 
abstinence syndrome," this withdrawal can last for up to six 
months (Chasnoff, 1988). Mants prenatally exposed to narcotics 
are also at risk for growth retardation, low birth- weight, and small 
head size. Approximately 80 percent of the babies bom to heroin- 
addicted nK)thers suffer serious medical problems, such as brain 
hemorrhages and respiratory distress. 

Since heroin and other narcotics are typically taken intravenously, 
a mother using these drags is also at great risk for contracting — 
and infecting her baby with — ^hepatitis, endocarditis, and HIV. 
Intravenous drag use also increases the risk of miscarriage and 
stiUbhth. 



. . . continued from p. 20 
friends. Some in his school 
system know of the diagnosis, 
but knowledge of it is not 
widespread. His family de- 
cided it would only make 
things worse to tell people 
why he cannot do what other 
children can. While other chil- 
dren like to hang around 
friends, Chad does not His 
mother has to make him play. 
He likes to rake the yard and 
do other simple, repetitive 
chores. He cannot do regular 
school work. 

"I used to tell him he could be 
anything he wanted to be. He 
won't be a doctor, won't be 
the president of the United 
States," his mother said. Now 
she has more realistic hopes. 
"Maybe he could live out of 
our home." 

Source: Hand, 1992. (Adapted 
with permission.) 



■ What are the effects of prenatal exposure to narcotics on the child? 

Children prenatally exposed to narcotics may have slowed 
psychomotor development, impaired visual motor functioning, 
and such behaviors as hyperactivity, shortened attention spans, 
and frequent temper tantrams. 



RESEARCH FINDINGS 



Tranquilizers 



Developmental Abilities 
of Children Prenatally 
Exposed to Cocaine and 
Other Drugs 

The Perinatal Center for 
Chemical Dependence in 
Chicago conducted a study of 
263 two-year-old substance- 
exposed children at Northwest- 
em Memorial Hospital. The 
children were categorized as 
cocaine/polydrug-exposed 
because most of their mothers 
used drugs such as marijuana 
and alcohol in addition to 
cocaine during their pregnan- 
cies. 

Findings: 

• The newborns of cocaine/ 
polydrug-using mothers 
were more likely to be bom 
prematurely, weigh less, be 
shorter, and have smaller 
head circumferences (a sign 
of diminished brain growth) 
than the drag-free new- 
boms* 

• By 12 months of age the 
two groups were not 
significantly different in 
weight and length, but the 
head circimrference 
measurement still re- 
mained smaller in the 
drag-affected children at 
age two. 

• Although they scored 
within the normal range 
for cognitive develop- 
ment, drag-exposed two- 
year-olds scored lower 
than the drag-free children 
on developmental tests 
measuring the ability to 
concentrate, interact with 
others in groups, and cope 
with an unstractured 
enviroiiment. 

Source: Haipring, 1990. 
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Tnuiquilizers are drags that affect the central nervous system. They 
are typically prescribed to relax patients or to combat severe depres- 
sicm. They "screen** nerve impulses by calming certain areas of the 
brain while allowing the rest to function normally- Tranquilizers are 
often used by substance abusers to enhance the effects of other drags 
or to relieve withdrawal symptoms. 

■ How does prenatal exposure to tranquilizers effect the infant? 

Newborns of mothers who use tranquilizers may suffer such 
symptoms as a reduced ability to nurse, hypothemGda, and breath- 
ing abnormalities. Infants who are exposed to Valium in utero 
often suffer tremulousness and other symptoms of withdrawal at 
birth. They are also at great risk for congenital defects, including 
cleft palates, lip anomalies, and malformations of the heart, arter- 
ies, and joints. A mother' s use of Libriimi during pregnancy can 
result in central nervous system abnormalities in the infant 
Dalmane can cause lediargy and abnormal muscle tone. 

■ What are the effects of prenatal exposure to tranquilizers on 
the child? 

Heavy use of tranquilizers can result in impairments similar to 
those associated with fetal alcohol syndrome. 



Barbiturates 

Barbiturates, which also affect the central nervous system, are 
used to treat anxiety or insomnia. These sedatives are typically 
used by drag abusers to relieve withdrawal symptoms. 

■ How does prenatal exposure to barbiturates affect the infant? 

Sudden withdrawal from barbiturates may put an infant at risk for 
seizures or even death. While the symptoms resemble those expe- 
rienced by babies bom addicted to heroin, withdrawal from barbi- 
turates tends to be more prolonged and severe. 

■ What are the effects of prenatal exposure to barbiturates on 
the child? 

Barbiturates have been linked to congenital birth defects. Long- 
acting barbiturates, such as Phenobarbital, cause symptoms re- 
sembling fetal alcohol syndrome. 
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PCP (Phencyciidine) 



RESEARCH FINDINGS 



PCP — ^"Angel Dust" — ^is a "designCT^' synthetic drug first developed 
in the 1950s as an anesthetic agent fw surgery. Although PCP is 
illegal today, it is widely available due to its low cost and the ease with 
which it is prcduced Notorious for its unpredictable effects, PCP acts 
at different times as a stimulant, depressant, ch* hallucinogen, produc- 
ing feelings ranging from grandiosity to confusion to hostility. While 
the most popular method of ingesting PCP is by smoking marijuana, 
parsley, or tobacco sprinkled with PCP powder, it can also be inhaled, 
injected, or taken orally. 

■ How does prenatal exposure to PCP affect the irtfant? 

Newborns who have been prenatally exposed to PCP experience 
tremulousness, stiff muscles, and rapid changes between restless- 
ness and calm. Caregivers indicate that these babies arc took un- 
stable and less consolable than infants prenatally exposed to other 
drugs. 

■ What are the effects of prenatal exposure to PCP on the chUd? 

While research on prenatal exposure to PCP is sparse, preliminary 
findings on its long-term effects indicate that, like other central 
nervous system drugs, PCP can cause abnormal neurodevdopnnent 
and developmental deficiencies that impair learning ability. 



Polydrug Use 

Among substance-abusing pregnant women, polydrug use tends to be 
the rule. Substances like alcohol and tobacco, for example, are often 
used in conjunction with a primary "drug of choice" such as crack 
cocaine. 

■ How does prenatal polydrug exposure affect the infant? 

With polydrug use, the whole is greater than the sum of the parts 
because the interaction of chemicals can be more harmful than the 
drugs in isolation. For example, studies have found that fetal 
' growth is impeded much more when cocaine is combined with 
other substances such as cigarettes and marijuana than when it is 
used alone. 

■ What are the effects of prenatal exposure to more than one 
drug on the child? 



Effects of Prenatal 
Polydmg Exposure 

UCLA's Department of Pediat- 
rics has been researching die 
effects of pienatal substance ex- 
posure since 1981. Conq>aring 
tfie development of toddlers 
whose modiers were polydmg 
users to die development of tod- 
dlers who were bom dmg-fiee, a 
team of researchers, led by Dr. 
Judy Howard, M. D., has dis- 
covered significant differwices 
between the two groups in intel- 
lect, play, and attachment 

Findings: 

The polydmg-exposed children 

• scored significantiy lower 
on developmental tests, but 
fell within the low-average 
range. 

• showed striking deficits in 
their ability to participate 
in unstructured, fi-ee play 
situations requiring self- 
organization, self-initia- 
tion, and follow-through. 

• engaged in play consisting 
of scattering, batting, and 
picking up and putting 
down toys rather than the 
representational play 
(sustained combining of 
toys, fantasy play, or 
curious exploration) more 
common in the comparison 
group. 

• exhibited more impulsive, 
less goal-directed behavior 
than the comparison group. 

• were less securely attached 
to their caregivers than the 
comparison group. 

Source: Howard, Beckwith, 

Rodning, & Kropenske, 
1989. 
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As with many indi- 
vidual drugs, the 
iong-tenn effects of 
poiydrug use are 
difficult to predict. 



As with many individual drugs, the long-temi effects of poiydrug 
use are difficult to predict; however, since the short-terai effects 
of poiydrug use arc racHe serious than the effects of the individual 
drags, the l<mg-tmn effects are likely to be mcxe harmful as well. 
For example, when cocaine and alcdiol are used separately, each 
produces a metabolite, a substance that either increases cm: de- 
creases metabolisnx When they are used together, a diird me- 
tabolite is produced, which sc«ne researchers believe may be the 
cause of major developmental problems. 



CONTRIBUTING FACTORS 

While the extent of damage on a child fix)m drug exposure is related 
to the type, timing, and amount of drug exposure, research indicates 
that the relationship is not as direct as might be expected Other fac- 
tors, including the fetus's constitution or genetic endowment, can in- 
fluence the effects of prenatal drag exposure (Barth, 1991; Cook et 
al., 1990). 

Qiief among these prenatal factors is 

Poverty — Children living in poverty are over four times more 
likely than other children to die of SIDS. 
Mother^s Health — ^Poor maternal nutrition and inadequate health 
care can compound the harmfiil influence of the toxic substances 
used by the mother during pregnancy. 

Mother's Age — ^Babies bom to teenage or over-forty mothers are 
at greater risk for low birthwdght, premature birth, and disabili- 
ties. 

Prenatal Care — Studies indicate that the incidence of low 
birthweight can be reduced as riiuch as ten percent for substance- 
exposed babies whose mothers receive prenatal care. 

Recent research has also found that cocaine can be absorbed by 
sperm, which may indicate a link between drag use by fathers and 
abnormal development in their offspring (Yazigi, 1991). 

As a result of the interaction of these prenatal and environmental 
factors, some children who experienced only moderate drag 
exposure in utero have serious problems, while others who 
experienced extensive exposure have few impairments (Barth, 
1991). In fact, different levels of damage have been found in 
fraternal twins bom to alcoholic mothers. 
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RESEARCH IN PROGRESS 



Natk>nd Associatkm for Peiin^ 

Research and Education 

The Chicago-based National AssocHiOTi for Perinatal Addiction Re- 
search and Education (N APARE) leads die nation in research conducted 
on the efifects of substaix^ exposure on childim Directed by Ira 
ChasnoflF, MD., NAPARE's naembership includes nurses, social woric- 
ers, physicians, addiction counselors, child welfare workers, foster 
paraits, midwives, physical tiierapists, aixi educators. 

NAPARE's education-related research includes the following projects 
and programs: 

Developmental Follow-Up Study 

Begun in 1986, this projea is the longest-running longitudinal 
study of children prcnatally exposed to cocaine. The mothers of 
the 400 children now in the study were enrolled during pregnancy, 
tiieir drug use patterns were tracked throughout gestation, and 
neonatal outcomes have been analyzed within the context of the 
motiiers' patterns of drug use. The children receive medical and 
developmental evaluati(ms at regular intervals. When they reach 
school age, they are referred to a Head Start or other pre-school 
program; if they have serious deficits, they receive special educa- 
tion or other therapeutic smdces. 

Child Study Center 

The Center informs parents about the possible outcomes of drug 
exposure. It was established in 1990 in response to requests from 
parents and other caregivers for specialized medical and develop- 
mental evaluations of dmg-exposed children. 

State-Funded Pre-Kindergarten For At-Risk Three- 
and Four- Year-Old Children 

The children enrolled in the state-funded pre-kindergarten housed 
at the Women's Treatment Center were not exposed prenatally to 
drugs but live in environments where drags are abused They are 
the children of women who are in treatnnent at the Center. A col- 
labcHration between NAPARE and the public school system, tiie 
program is funded by the Chicago Board of Education, which pro- 
vides one special education teacher and one early childhood 
teacher. Methodologies developed for working with these high- 
risk children will be used in designing classroom strategies for pre- 
school and school-age children affected by parental drag use. 



Source: Jackson (in press). 
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Chapter 2 



ENVIRONMENTAL RISKS 



The term substance 
exposed has come to 
mean environmentally 
exposed as well as 
prenatally exposed to 
drugs. 



Experts agree that children of substance-abusing parents have nu- 
merous school and behavioral problems whether they are bom to 
drag-using mothers or raised by drug-using caretakers. Thus, the 
term substance exposed has come to mean environmentally ex- 
posed as well as prenatally exposed to drugs. 

Environment plays a critical role — ^according to some experts the 
most critical lole — ^in the life of the substance-exposed child. A 
stractured environment in which a child is protected, nurtured, and 
loved can go a long way toward alleviating the damage caused by 
prenatal drug exposure. 

As with all children, the parents or other caretakers of children 
who have been substance-exposed play the most important role in 
their development In addition to providing protection, food, and 
physical caie, caretakers are central to children's intellectual and 
social-emotional growth. Prenatally drag-exposed children who 
grow up in happy, safe, and stable homes have an excellent oppor- 
tunity for healthy development. Children — ^prenatally exposed to 
drags or not — ^who grow up in chaotic or abusive environments or 
are moved from one foster home to another are unlikely to thrive 
physically, intellectually, socially, or emotionally. 

■ What are environmental risks? 

Environmental risks are physical or social factors that may 
inhibit children's healthy development. While statutory 
definitions of at-risk differ from state to state, a child is gener- 
ally considered to be developmentally at-risk if he or she is 

♦ under the care of a parent or guardian who is unable to per- 
form adequate parenting functions (due to such problems as 
inadequate financial resources, psychological dysfunction, 
incarceration, or substance abuse); 

♦ honoieless, living in a home environment lacking adequate 
physical resources, living in foster or shelter care, or institu- 
tionalized; 

♦ bom to a teen mother, or 

♦ a victim (or the sibling of a victim) of abuse or neglect (Dowd 
& Graham, 1989, p. ii). 

A substance-exposed child's environment will almost always 
meet at least one of these criteria. 
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What maternal factors contribute to the environmental risks for 
children ej^sed to drugs? 



Mothers addicted to drugs often have a variety of piobletns that 
intofere with effective patenting, including 

• poverty 

• high stress (including guilt about their babies' condition) 

• low self-esteem, personality disorders, and enK>tional prob* 
' lems stemming fiom childhood abuse and life with a drug- 

and/or alcohol-abusing parent 

• lack of family and social support systems and resources 

• a dmg-using partner and dmg-using friends 

• inadequate knowledge of child development and poor 
parenting skills (Feig, 1990; Kronstadt, 1989; "Substance- 
Exposed Babies/' 1991) 

How do the behaviors ofprenatalfy exposed irfants put them at 
additional risk (0er birth? 



Studies indicate that 
many of the problems 
of substance-abusing 
women originated in 
their childhoods. 



Sadly, the inherent characteristics of prenatally exposed children 
can also put them at risk* Because they have great difficulty 
interacting with caretakers, controlling their waking and sleeping 
states, and being comforted (Chasnoff, 1986), substance-exposed 
infants are often irritable and unresponsive to care. As a result, not 
only do they fail to receive the nurturing they need for healthy 
development, but they are candidates for neglect, abandonment, 
and abuse as well. 



■ How has crack cocaine increased the risk of substance exposure 
for children? 

Crack cocaine poses more threats to children than any other illicit 
dmg in the past because a higher percentage of women — ^including 
mothers and mothers-to-be — are users. 



• Crack cocaine addicts are much less likely than other 
substance abusers to obtain prenatal care, seeking it very 
late in pregnancy if at all. 

• The family situations of crack-involved families tend to be 
much more chaotic than those of other substance abusers. 
The demands of addiction are so strong that the children of 
crack-addicted mothers are often neglected. In Washing- 
ton, D. C, for example, almost 90 percent of parents 
reported for neglect are substance abusers (Besharov, 
1989). 

• Because cocaine induces extreme violence in some users, 
children whose parents use crack cocaine are at greater risk 
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of being battered. A Minnesota study found that cocaine- 
addicted parents experienced episodes of unpredictable, 
dangerous, and even violent behavior (Besharov, 1989). 
To illustrate, in New York City, the percent of child abuse 
and neglect fatalities resulting from adult drug abuse rose 
from 11 percent in 1985, when crack cocaine was intro- 
duced in the U.S., to 73 percent in 1987 (Koppelman & 
Jones, 1989). 

♦ In both their numbers and the severity of their impairments, 
children prenatally exposed to crack cocaine are over- 
whelming health and social service agencies — ^and are 
beginning to overwhelm schools. 



BONDING AND ATTACHMENT 

Soon after birth, healthy babies and mothers enter the give-and- 
take of human communication. During this time, the biologically 
programmed responses of an infant to its mother or primary 
caregiver cement the relationship between them. Through this 
interaction, an infant begins to bond with its mother, developing 
the sense of trust and attachment to a consistent caregiver that is 
essential for healthy intellectual, social, and emotional develop- 
ment (Corkery, 1992; Fahlberg, 1979). 

Bonding is often extremely problematic for newboms affected by 
alcohol and other drags. A substance-exposed newborn may be 
physiologically unable to respond to a caregiver in the ways 
necessary to develop a normal mother-child attachment. Drug- 
affected babies are likely to have health problems, lack the ability 
to effectively communicate their needs, and be unresponsive and 
extremely irritable. 

Meeting the demands of drug-exposed babies is difficult for the 
most capable of caregivers; when the primary caregiver is a drag- 
addicted mother, it is almost impossible. Mothers under the 
influence of drags may lack the energy or ability to attend to their 
children's needs. Drags can also trigger severe mood changes, 
causing mothers to respond to their children's demands alternately 
with affection, anger, or indifference. Because they are often 
preoccupied with obtaining and using drags, drag-addicted moth- 
ers may neglect their babies, abandon them for extended periods of 
time, or place them in the care of inadequate caregivers such as the 
baby's older siblings. 

As a result of both the baby's unresponsiveness and the mother's 
inconsistent care, the critical process of bonding and attachment 
becomes even more difficult, and the mother-child relationship 
becomes even more unsatisfying. In a tragic cycle, the mother's 
feelings of frustration and inadequacy increase, and her ability or 
28 
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Meeting the demands 
of drag-exposed babies 
is difficult for the most 
c^ble of caregivCTs; 
when tiie primaiy 
caiegivCT is a drag- 
addicted mother, it is 
almost impossible. 



willingness to provide the care the infant needs decreases. The 
infant becomes even more withdrawn and difficult to comfort, and 
thereby more vulnerable to further neglect or abuse (Schneider, 
Griffith, & Chasnoff, 1989). 

Magid and McKelvey (1987) describe this condition as the **vi- 
cious cycle of the non-responsive infant" (p. 68). They believe 
that the cycle of anxiety and withdrawal begins at some point dur- 
ing the first year of life when the infant fails to develop tiie strong 
"internalized parent" essential to forming a sense of trust (p. 68). 
Although the process of attachment does not seem to be fully com- 
plete for about two years, the failure to bond with a primary 
caregiver is most devastating during the first months of an infant's 
life (Magid & McKelvey, 1987). The situation may not be much 
better when the primary caregiver is someone other than the drug- 
abusing mother. Leng^y hospital stays and multiple foster care 
placements also interfere with the development of a strong, secure 
relationship between an infant and primary caregiver. 



SUBSTANCE-ABUSING FAMILIES 

Unfortunately, a prenatally exposed child who lives with a drug- 
abusing family is unlikely to receive the attention that a healthy 
baby requires, much less a baby with special needs. Kumpfer and 
DeMarsh's 1986 study found that drug-dependent families had sig- 
nificandy higher levels of stress, parental depression, and family 
conflict than the control families. They also had fewer friends and 
less involvement in recreational, social, religious, and cultural ac- 
tivities. Additionally, substance-abusing parents were found to 
spend significandy less time with their children. 

Howard et al. (1989) found the following common characteristics 
in substance-abusing families: 

1. Drug-abusing parents often come from a history of impover- 
ishment, abuse, and intergenerational chemical dependence. 

A significant number of substance-abusing parents are introduced 
to drugs and alcohol by their own parents. One mother participat- 
ing in the research project was introduced to heroin by her father 
(and to shoplifting by her mother). Another said that when she 
was upset as a child, her mother would mix her a drink and say, 
"Drink this; it will make you feel bettei^' (Howard et al., 1989, p 8^ 

2. Drug-addicted parents' primary commitment is to chemicals, 
not to their children. As explained by one mother, substance- 
abusing parents are too busy "chasing the bag" (looking for drugs) 
to attend to their children's needs (Howaid et al., 1989, p. 8). 

3. Disruption and chaos in a drug-abusing household often result 
in the neglect or disregard of the child's needs. In one case, a 
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Working with 
Substance-Using 
Families 

Researchers on environmen- 
tal substance exposure, 
Howard et aL (1989) have 
reached the following conclu- 
sions of interest to educators 
and other professionals inter- 
acting witii substance-in- 
volved families: 

♦ Addicted parents are often 
unable to function as pro- 
tectors and advocates for 
their children. 

♦ Nomial patterns of interac- 
tion and conventional pri- 
orities are undermined by 
substance abuse. 

♦ Because children who live 
in a drug culture are poten- 
tially in danger, profession- 
als must ensure that the 
children ate kept visible in 
the community and that 
their safety is closely 
monitored 

♦ Substance-involved fami- 
lies should be treated with 
respect and understanding. 

♦ Clinical services for 
substance-involved 
families should be pro- 
vided through a commu- 
nity intervenor who is 
able to establish an 
ongoing, stable, nurturing, 
and non-threatening 
relationship with the 
family. 

Source: Howard et al., 1989. 



three-mcKith-old baby who was a subject of the UCLA study was 
found underneath a bed by a neighbcM*. The baby*s parents and 
Mends were "high** on dnip^ and oblivious to his presence. 

4. Paraits who are drag users often experiaice distorted 
thoughts and perceptions. Parents who are chronic users of 
mind-altering drugs can suffer from impaired memOTy , attention, 
and perception. Some mothers in the UCLA studies have had dif- 
ficulty remembering their own children's birth dates. 

5. Drag-abusing families often live in dangerous areas. Drive-by 
shootings and violence are daily occurrences in neighborhoods 
where dmgs are used and sold 

6. Substance-abusing parents lead unstable Uve& They move fre- 
quently, lack telephones, fail to keep appointments, and drop out 
of sight when abusing illicit drugs. Friends and family often 
collude with their flight from legal, health care, social service, and 
other authorities (Howard et al., 1989). 

FOSTER CARE 

Largely because of substance abuse, more infants are entering the fos- 
ter care system, and children are staying in foster care longer than they 
evCT have in the past (Feig, 1990). By the time they reach school age, 
many prenatally exposed children have lived in three different house- 
holds — typically their mother's, their grandmother's, and a foster 
home (Cole et al., 1989). Today over 500,000 of the nation's chiWren 
are living in foster care, and anotho" one million live with relatives or 
in non-family care. Figure 4 depicts the increase during the last decade 
of children in the Southeast living outside their family's home. 
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FIGURE 4 


STATE 


Percent of 
Children 
Living with 
Relathres 


Percent of 
Children 
Lhring 
Outside 
the Family 


Percent Change 
from 1980-1990 




1980 1990 




Alabama 


10.0 10.0 


1.5 1.7 


+0.2 


Florida 


8.5 9.0 


2.5 2.8 


40.8 


Georgia 


9.6 9.5 


1.8 2.1 


40.2 


Mississippi 


12.0 12.1 


1.6 1.7 


40.1 


N. Carolina 


9.2 8.7 


1.7 2.1 


-0.1 


S. Carolina 


10.9 11.1 


1.8 1.9 


40.3 


United States 


6.4 7.3 


1.9 2.3 


+1.3 


Source: Center for the Study of Social Policy. 1992. 
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If current trends continue, over CKie million U.S. children will be 
placed in foster care by the year 2000 and another two million will 
live in other ncm-family care (Select Committee on Children, 
Youth, and Families, 1990), 

What are the alternatives to temporary foster care? 

RecOTimendations for addressing the shortage of foster parents re- 
sulting fix)m the recent surge in foster care placements have ranged 
from incieasmg foster care payn^ents (the natic»ial average is 
$4,(XX) a year) to reinstituting orphanages for children exposed to 
drugs. To balance children*s needs with parents' rights, some 
states are experimenting with arrangements that avoid a con^lete 
break in family ties: 

Kinship Care — C3iildren are placed with relatives, who receive 
full foster care stipends. 

Permanent Foster Care— A child needing ongoing support, such 
as a child with severe disabilities, is permanendy placed with fos- 
ter parents, but the state agency stays involved to provide assis- 
tance as needed This arrangement provides children with special 
needs the security of a permanent home as well as the medical and 
other services they require. 

Permanent Guardianship — ^An individual accepts permanent re- 
sponsibility for a child's upbringing. The guardian has all the legal 
rights of a parent and a social service agency is no longer involved; 
however, parents are able to maintain contact with the child This 
type of arrangement works well for older children, children who 
are placed with relatives, or children whose long-term foster par- 
ents have developed a good relationship with the biological parents 
(Besharov, 1990). 

1 How niany drug-exposed cMIdren are abandoned by or taken 
away from their mothers? 

Less than 10 percent of substance-abusing women abandon their 
children or have their children permanently removed from their 
care. Of the children who are taken away from their parents, most 
are removed because of neglect or abuse, rather than substance 
abuse alone. 

In response to the extraordinary problems of children of substance- 
abusing parents, the U.S. Congress enacted the Abandoned Infants 
Act m 1989, authorizing funding for a variety of chiki welfare and 
foster care services for drug-exposed newborns (Horowitz, 1990). 
Congress also allocated $19.5 million in 1991 for the Child Protec- 
tive Services program, which is designed to protect children firom 
substance-abusing parents ("Are They — or We — Ready?," 
1991). 



To balance children's 
needs with parents' 
rights, some states are 
experimenting with 
arrangements that 
avoid a complete 
break in family ties. 
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Drug«exposed children are a diverse group. 

Damage from prenatal exposure to cocaine, alcohol, and other drugs varies considerably, 
reflecting differences in the child's environment as well as factors present at birth. There- 
fore, assessments and interventions should be designed to meet individual children's needs 
rather than those of a "typical" substance-exposed child. 

Environmental factors can have the same harmful ejects on children as prenatal 
exposure to alcohol and other drugs* 

Children of substance-abusing parents may have numerous learning and behavioral problems 
whether they are bom to drug-using mothers or raised by drug-using caretakers. Therefore, 
intervention programs should include children who were prenatally exposed to drugs as well 
as children who are growing up in drug-abusing environments. 

Environmental factors can reduce or exacerbate the effects of prenatal drug abuse. 

The development of a child bom pienatally exposed to drugs is determined largely by the 
child's home environment. Happy, healthy homes have a positive effect on children's devel- 
opment; unhappy, unhealthy homes have a negative impact. Accordingly, programs de- 
signed to assist children who are substance-exposed should be part of family-centered inter- 
ventions that address family issues, such as enhanced parenting skills and improved home 
environments. 

Individuals who work with children exposed to drugs must avoid simplistic or 
demeaning appraisals of drug-involved mothers. 

Establishing a supportive relationship with substance-involved families is essential to serving 
their children; consequendy, educators and others who work with children who have been 
exposed to drugs must acknowledge that drug addiction is an illness and have compassion for 
families who are struggling with substance abuse. 

Teachers of children exposed to dnzgs should be prepared to deal with nontraditional 
families. 

Many children exposed to drugs do not live with their biological parents. Often, their "par- 
ents" are grandparents, foster parents, aunts and uncles, older siblings, or neighbors. 

Teachers and other professionals who have been trained to respect parents' primary 
leadership role in their children's lives must recognize that the substance-abusing 
parent may not be able to assume this role. 

Teachers may need to assume a vital role in a substance-exposed child's life, ensuring not 
only that the child's educational needs are met but that his or her emotional needs are met as 
well. Teachers should also be prepared to work with other professionals to ensure children's 
safety, nutritional, and other basic needs are met. 
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SERVICES FOR 
SUBSTANCE-EXPOSED CHILDREN 
AND THEIR FAMILIES 



Chapter 3: Federal, State, and Community Programs 

• Early Intervention Programs 

• Family Supports 

• Services for Rural and Native American Populations 

• Interagency Collaborations 

• Community-School Partnerships 

• Community-Based Programs 

Chapter 4: School District Programs 

• Programs Serving Children Exposed to Drugs 

• Staff Development 

• Parent Training 



Chapter 5: School Programs 

• Identification of Children Exposed to Drugs 

• Protective Environments 

• Home-School Partnerships 
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Chapter 3 



To address the special 
needs of children 
exposed to drugs, a 
number of Head Start 
programs are now 
forming local 
partnerships with 
mental health centers 
and child welfare 
agencies to serve 
dysfunctional 
families, many of 
which have drug- 
abuse problems. 



FEDERAL, STATE, AND 
COMMUNITY PROGRAMS 

Abolishing drug abuse has long been a priority in the U.S., as 
evidenced by numerous federal, state, and community initiatives in 
the areas of drug abuse prevention and law enforcement. Meeting 
the needs of at-risk youth has also become a priority, and legisla- 
tion has been enacted at all levels recognizing the importance of 
timely intervention and coordinated care for children whose devel- 
opmental or other problems are likely to lead to school failure. 
Most recently these efforts have been combined in medical, socio- 
emotional, and educational interventions specifically for sub- 
stance-exposed children and their families. 

Designed to address prenatal and environmental substance expo- 
sure, these interventions range from drug-abuse treatment for 
pregnant women and medical services for prenatally exposed 
infants to preschool programs for substance-exposed children and 
parenting classes for drug-abusing families. By targeting both the 
causes and results of chemical dependency, these interventions 
help mitigate the damage of prenatal drug exposure and create 
healthy home environments for drag-exposed children and their 
families. 

EARLY INTERVENTION PROGRAMS 

Early intervention programs for children exposed to drugs are 
designed to foster their physical, cognitive, and socio-emotional 
development. Ideally beginning with prenatal care, early interven- 
tions include medical, educational, and social services. They can 
be such services as intensive medical care for drug-addicted new- 
boms, massage therapy for infants, physical therapy for toddlers, 
and counseling for preschoolers. 

Some substance-exposed children qualify for educational programs 
already serving at-risk children. For example, the Education of the 
Handicapped Act Amendments, which provide education and 
associated interventions to children who have disabilities, are 
developmentally delayed, or are at high risk for developmental 
disabilities, apply to the most severely affected children exposed to 
drugs. However, since many substance-exposed children do not 
meet eligibility criteria, efforts are underway to establish criteria 
that will enable all children who were prenatally exposed to alco- 
hol and other drugs to receive services (Paianki, Burch, & Davies, 
1992). 

Officials with Head Start, the child development program for 
preschool children jfrom low-income families, estimate that 20 
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percent of the children served are substance exposed. Congress 
and the President are conrautted to substantially increasing funding 
for Head Start so that every eligible child is served. 

Congress is also allocating funds for programs designed for sub- 
stance-exposed children and their families. For example, the recent 
reauthorization of Head Start mandates at least one Parent and 
Child Center in each state. Created to stimulate infants' and 
toddlers' development through a family-focused, whole-child 
approach, the centers provide parents comprehensive health and 
social services as well as instruction in child development and 
family management practices (Feig, 1990; Palanki et al., 1992). 

Another educational program serving children exposed to drugs is 
the U.S. Department of Education's Early Education Program. 
This project, which is being piloted in California, involves expand- 
ing die Handicapped Children's Eatly Education Program to pro- 
vide training and technical assistance to public and private agencies 
working with chemically dependent families (OIG, 1990b). 



FAMILY SUPPORTS 

Because environmental factors can have the same damaging effects 
on children as prenatal drug use, interventions for children exposed 
to drugs have little chance of succeeding unless they are a part of 
family-centered interventions. Accordingly, programs for sub- 
stance-exposed childien typically seek to improve a child's home 
environment by strengthening the family unit. 

Recent studies on children bom with low birthweight present some 
of the most compelling support for family-centered interventions. 
For example, programs designed to improve parent-child interac- 
tions and families' problem- solving capabilities have prevented the 
decline in cognitive development that typically occurs in low 
birthweight children (Newman & Buka, 1990). 

Family-centered interventions generally involve one or more of the 
following services: 

• Drug Treatment — drug treatment facilities suitable for moth- 
ers and pregnant women; day care, transportation, and other 
services designed to enable substance-abusing mothers to 
participate in treatment programs 

• Family Supports — ^assistance with housing, education, and job 
training, as well as other services designed to help families 
build stable lives 

• Parent Tr aining — tiaining in parenting, problem solving, 
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Healthy infant Program 

The goal of Alameda County's Healthy Infant Program (HIP) is to ensure quality health care and 
support services to substance-«xposed infants and their families. Newborns identified as drug- 
exposed are enrolled in the HIP program prior to being discharged from the hospital. For the next 
one to two years, a case manager visits the family monthly and verifies with health prx)viders that the 
child is receiving regular medical care. 

As part of the program, substance-abusing parents are encouraged to take counseling from the staff 
substance-abuse therapist, attend group sessions, or enroll in drug treatment programs. HIP also 
sponsors weekly meetings of Cocaine Anonymous and Narcotics Anonymous to provide peer sup- 
port for women recovering from drug use. Other support groups are offered for parents, grandpar- 
ents, and other caregivers of children exposed to drugs. 

An effective advocate for high-risk families, HIP has influenced die development of legislation 
enabling local agencies to more readily respond to families* needs. 

For more information, contact Lori WilUams, Healthy Infant Program, Highland General Hospital, 
1411 E. 31st Street, Oakland, CA 94602, (510)534-8055. 



Infant Care Project 

Duke University Medical Center's Infant Care Project provides a continuum of services for substance- 
abusing pregnant women and their babies. Beginning with prenatal care, the services are provided 
throughout each child's first two years. 

Projea staff provide mothers with extensive information about their babies' behavior, development, and 
needs. They also discuss drug treatment options. To encourage mothers to keep appointments, project 
staff provide transpcMtation to and from the medical center and give each baby a gift (such as diapers) at 
every appointment 

The extent of the staff's deteaminadon to ensure that mothers and babies receive services was demon- 
stratoi when it sent a chauffeured limousine to biing one mother to the clinic so she could keep her 
appointment By going "the extra mile," project staff members made sure that the woman received the 
care she needed and, by demonstrating their dedication, they unpressed upon her the importance of 
keeping clinic appointtnents. 

For more information, contact Karen O'Donnell, Associate Professor, Department of Pediatrics, P. O. 
Box 3364, Duke University Medical Center, Durham, NC 27710, (919)684-5513, FAX (919)684-4564. 
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Sources: Alameda County Health C are Services, 1991; Karen O'DonneU, Infant Care Projea. 
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Stress rcducticMi, and other skills designed to improve paient-child 
interactions 

• Child Abuse Prevention — counseling and parent training few 
high-risk parents and caregivers of drug-exposed children (who are 
at much greater risk fOT neglect or abuse than healthy children) 

♦ Crisis Intervaition — ^intensive short-tenn interventions for 
families in crisis or parents on the verge of having their children 
taken away from them 

The most effective family intervention programs offer comprehen- 
sive services. An excellent example is the Substance Abusing 
Mothers (SAM) Clinic at the HarborAJCLA Medical Center in 
Torrance, California. Among the clinic's services are prenatal 
care, social service case management, treatment for chemical 
dependency, counseling, support groups, and a children's health 
clinic. The SAM Clinic's success is reflected in the large numbers 
of women who give up drugs during pregnancy (OIG, 1990b). 

SERVICES FOR RURAL AND 
NATIVE AMERICAN POPULATIONS 

CurrenUy very few services are available to substance-exposed 
children and families living in isolated areas. In many rural com- 
munities, at-risk children and children with disabilities must ride 
buses for hours to receive essential services — if they receive them 
at all. As the problem of substance exposure is increasing in rural 
areas, however, so are outreach efforts, particularly in expanded in- 
home services. 

Through in-home services, public health units, social workers, or 
other professionals provide interventions in a client's home. For 
instance, a home intervention might be designed to nurture a child- 
parent attachment and the communication that fosters children's 
learning. 

To provide comprehensive services, many programs combine 
home-based interventions with center-based services. Florida's 
Infant Health and Development Program, for example, combines 
home and center services to offer families both ease of access and 
concentrated services. The program has succeeded in increasing 
the IQs of low birthweight babies and reducing the number of 
special education placements. In Marks, Mississippi, the Nutrition 
and Oral Hydration Therapy Project provides home- and center- 
based services to premature babies who have been referred for 
follow-up care by local physicians. Among the program's services 
are home visits to monitor the children's development and trans- 
portation to and from clinic appointments (Foid, 1991). 
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Project Prevent 

Atlanta's Project Prevent at 
Grady Hospital is an innovative 
and successful drug treatment 
[xogram for pregnant womea 
The key to Project Pievent's suc- 
cess is its practice of hiring resi- 
dents of area housing {xojects to 
locate pregnant drug abusers who 
are not receiving health care. 
Throu^ home visits and "street 
woric^" these peer counselors, 
most of whom are former ad- 
dicts, oicourage ixegnant drug 
users to obtain prenatal services 
as well as dmg treatment A 
post-delivery team i»ovides as- 
sistance to high-risk infants and 
their families, ensuring that the 
infants receive necessary services 
and their families receive ongo- 
ing support 

Projea Prevent has reduced the 
number of substance<xposed 
babies bom at Grady Hospital 
from an av^age of 20 a month to 
5. The number of infants need- 
ing intensive care has decreased 
significantly as well. Before 
Projea Prevent was established 
in July 1991, Geoigia taxpayers 
paid $3.6 million annually to care 
for drug-exposed newborns. In 
its first year. Project Prevent 
saved Geoigia taxpayers over 
$1.2 millioa 

The Project Prevent program is 
being replicated at hospitals and 
clinics across the country. 

For more infonnation, contact 
Donna P. Carson, ESnector, 
Project Prevent, 100 Edgewood 
Avenue, Suite 810, Atlanta, GA 
30303,(404)616-7732. 

Sources: Projea Prevent, 1991; 
Project Prevent Succeeds, 1993; 
Whilford, 1992. 
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I Community Storytelling 

The Ctommunity Storytelling project is an innovative ap|»Dach to the prevention of and recovery finwn substance 
abuse. It is designed eq)ecially for Native Americans and peo0e living in isolated mral areas* The Community 
Storytelling [xoject encourages reflecti(xi on substance abuse thiougjh written participatory research (e.g., fact- 
finding tours) and experiential writing. A teacher's guide. In Our Own Words: Conmumty Story Traditions to 
Prevent and Heal Substance Abuse, contains resources and example stories. 

Explaining the effectiveness of community story-telling iMojects with rural and Native American populations, 
Hemey comments: 

*The war on dmgs is won only when people fully realize they have other options The battle is doubly 

won whm people can look to their culture not only for the roots of their problems, but for the strengths, 
values, and traditions upon which to build new lives." (Tiemey, 1992, p. 47) 

For more infonnaiion, contact Midiael Tiemey, Family Woricer Farm, 659 Big Ugly Creek Road, East Leet, WV 
25536, (3M)855-8557. 



Rural Alabama Pregnancy and Infancy Health Program 

Througji the Rural Alabama Pregnancy and Infancy Health Program, women from the community serve as *lay 
helpers" to provide a support system to young mothers living in the poorest rural areas in Alabama. The program 
taigets those counties in westem Alabama where both the teenage pregnancy rates and infant mortality rates are 
close to 40 percent and the unplanned pregnancy rate is over 80 pen:enL 

The lay helpers visit young women in their homes to provide prenatal education and help the mothers cope with 
proUems related to pregnancy and motheihood. The lay helpers' primary goal is to provide the emotional support 
and encouragement necessaiy for the young mothers to improve their lives. 

For more information, contact Sandra Hullett, M.D., Director, Rural Alabama Pregnancy and Infancy Health 
Program, Post Office Box 71 1, Eutaw, AL 35462, (205)372-3674/328 1 . 



Baby Love Program 

North Carolina's Baby Love Program provides health care and support services to mral children and pregnant 
women at community centers, migrant health centers, and the Cherokee Reservatioa Founded in 1987, the goal of 
the program is to reduce North Carolina's infant mortality rate, which is among the highest in the country. 

The program's matemity-care coordinators help mothers-to-be obtain prenatal care, substance-abuse counseling, 
nutritional counseling, and social services. As advocates for the women and children, the coordinators also 
provide comprehensive support services. For example, they help mothers enroll in training programs and obtain 
tran^rtation, housing, and day care. 

Since the Baby Love Program was established, fewer babies have been bom with below-nonnal birthweight in 
North Carolina, and ta^yers have realized substantial saviags in Medicaid costs. 

For more inforaiation, contact Dorothy Glenti, Mental Health Director, Wake Qty Department of Health, 10 
Sunnybrook Road, Raleigh, NC 276 10, (919)2504630. 

Sources: Ford 1991;Kadel, 1992; Tiemey, 1992. 
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To be effective with rural populations, outreach efforts must go 
beyond the "word-of-mouth" methods traditionally used in popu- 
lated areas. Services should be publicized through intensive 
public-awareness campaigns, featuring radio and television an- 
nouncements, health fairs, and other approaches designed specifi- 
cally for the target audience. Outreach should also involve net- 
working with grassroots organizations such as civic and church 
groups and public health programs. Successful outreach programs 
use local "peer counselors" to communicate with families and 
tailor interventions to target groups. This approach is especially 
effective with populations such as Native Americans and migrant 
families (Healthy Motiiers, Healtiiy Babies Coalition, 1986). 

Experienced professionals recommend that people who work with 
Native Americans recognize the importance of the extended family 
by involving as many family members as possible. They should 
also be knowledgeable about tribal culture and the significance of 
tribal sovereignty. Recognizing the importance of tribal affilia- 
tions, people who work effectively with Native Americans also 

• obtain the support of tribal councils; 

• closely coordinate activities with tribal councils and, when 
appropriate, traditional healers; 

• collaborate with Native American-owned and -operated 
services; and 

• work cooperatively with other private and public programs 
serving Native Americans (Collins & Anderson,l99l). 

Professionals who work with Native American should also avoid 
putting individual members in conflict with the tribe. 

INTERAGENCY COLLABORATIONS 

Most practitioners and policymakers believe that collaborations are 
the best response to the alamiing increase in the number of drug- 
exposed children in the United States. This increase has prompted 
social workers, health care providers, educators, and others to join 
together to address the complex and interrelated problems of 
poverty, dysfunctional families, and other underlying causes of 
drug abuse. Through interagency collaborations, they are accom- 
plishing together what no single agency can accomplish alone. 

Because the indicators of risk for learning problems — ^poverty, 
teenage parenthood, abuse, poor health, substance abuse — ^are 
related, efforts to address these problems should also be related. 
Such an approach to service delivery has several advantages: 
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Head Start 
Substance Abuse initiative 

The Head Start Bureau's 
SubstaiKre Abuse Initiative 
assists local Head Stan pro- 
grams respond to the growing 
problems of alcohol and dmg 
abuse in their communities. 
Begun in 1990, the initiative 
addresses three primary areas of 
need: 

1. Children who have been pre- 
natally exposed to alcohol or 
other dmgs or who live with 
substance-abusing families. 

2. Familjes who abuse alcohol 
or other drugs or who are at 
high risk for involvement in 
alcohol or drug abuse. 

3. Communities that need Head 
Start programs to join local 
efforts to address problems 
related to substance abuse, 
identify strategies for prevent- 
ing substance abuse, 
strengthen supports for fami- 
lies affected by alcohol or 
drugs, and improve access to 
effective treatment services. 

The Substance Abuse Initiative 
work group provides training 
and technical assistance; 
interagency collaboration at the 
federal, state, and local levels; 
and information dissemination 
and exchange. 

For more infomiation, contact 
Head Stan, Administration for 
Children, Youth, and Families, 
E>ept of Health and Human 
Services, 330 C Street, SW, 
Washington, DC 20013, 
(202)245-0436. 

Sources: CblUris and Anderson, 
1991; Jackson (in pfcss) 
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I Working Together 
Program 
Department of 
Social Services 

Through its mtiltidisciidinary 
Family SuRwrt Team, the 
Woiidng Together Project in 
Columbia, S.C., provides inten- 
sive case management services 
to individuals who are HTV/ 
AIDS-infected and their fami- 
lies. Because of the high corre- 
lation between HIV/AIDS and 
substance abuse, the program 
also addresses issues related to 
addiction and accepts pregnant 
women and women with chil- 
drea 

The Family Support Team in- 
cludes a program coordinator, a 
social woiker, specialists in the 
areas of prevention and out- 
reach, addiction, and resources; 
a registered nurse; two case 
aides; and a secretary. Over 60 
percent of the Family Suppoit 
Team's time is spent in clients' 
homes. 

The project provides: 

• Drug and alcohol treatment, 

• Individual and family coun- 
seling, including crisis inter- 
vention, 

• Parent education, 

• Twenty-four hour access to 
the Family Suppoit Team, and 

• Resource management (life 
skills, day care, housing, 
transportation, employment, 
and other referral services) 

For more information, contact 
Debra E. Massey, Program 
Coordinator, Working Together 
Program, 220 Two Notch Road, 
Columbia, SC 29204, (803)735- 
7005, FAX (803)735-7131. 

Source: Debra £. Massey, South 
Carolina Department of 
Social Services. 



♦ A single point of access to services in a non-threatening 
setting can serve the needs of more children and families. 
Since schools and human service systems serve the same 
clients, an integrated approach can prevent the fragmenta- 
tion and duplication that occurs when multiple agencies 
attempt to address the same problems. 

♦ An integrated approach enables schools to better meet the 
cognitive and affective needs of students and enables 
himian service agencies to better identify service needs, 
gain access to clients, and deliver services more efficiently. 
Because they reduce overlap in service delivery, integrated 
services can be more cost-effective (Dolan, 1992). 

Head Start, one of the nation's oldest and most successful federally 
funded interagency collaborations serving children, was estab- 
lished in 1964 as a cooperative effort among federal, state, and 
local agencies. As depicted in the figure below, the program has 
had a dramatic impact on the children it serves. 



FIGURES 
First Head Start Group at Age 21 
Compared to Control Group 
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COMMUNITY-SCHOOL PARTNERSHIPS 

Recognizing that schools alone cannot fulfill all the needs of all their 
students, communities across the country are forming partnerdiips 
with schools to help foster the healthy development of substance- 
exposed and other at-risk children. These community-based programs 
have the advantages of being tailcmi to local needs and of being 
flexible enough to try innovative 2q)pn>aches. 

In addition to providing reciprocal services, local coalitions can also 
prevent tragic disabilities and save schools millions of dollars in 
special education costs by ensuring that every pregnant woman in the 
community receives at least one prenatal examination during the first 
trimester of pregnancy (Hodgkinson, 1989). 

The following examples illustrate the range of services that are being 
provided through community-school partnerships in the Southeast: 

Networking Committee, Decatur, Georgian-Estab- 
lished in 1988 to provide better services for students 
attending Oakhurst Elementary School and their fami- 
lies, the Decatur NetworkingZtommittee's membership 
has grown fix)m 6 to over 30 local agencies that woik 
with the nine schools comprising the Decatur Qty 
School System. The umbrella organization represents 
private business, social services, the court system, 
parks and recreation agencies, churches, the United 
Way, and service organizations. Oakhurst and Fifth 
Avenue Elementary School, which function as nucleus 
sites, offer such services as parent education, health 
care, and after school care (Kadel, 1992). 

Family Life Center, Ridgeland, South Carolina — 
Ridgeland's Family Life Center offers comprehensive 
services, including on-site mental health counseling, 
referrals and transportation to local health and social 
service agencies, and improvement plans for at-risk 
students and their families developed by case manage- 
ment teams (Kadel, 1992). 

Comprehensive Child Health System, Gadsden 
County, Florida — ^The Comprehensive Child Health 
System uses a child "health passport" and computer- 
ized database to coordinate preschool health services 
for at-risk children (Zervigon-Hakes & Lockenbach, 
1991). 
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1 Juvenile 
Welfare Board 

As an independent taxing district, 
Pinellas County's Juvenile Wel- 
fare Board assesses pnopeity 
taxes and contracts with neady 
SO agencies to {Hovide child and 
family services, including pro- 
grams for substance-abusing 
women and substance-exposed 
childiea The program provides 
fomial and infomial service coor- 
dination as well as dmg {neven- 
ticHi and treatment services. 

The Board has launched exten- 
sive media campaigns on the 
hazards of matemal dmg use and 
has funded such projects as ''one- 
stop shopping" neighborfiood 
caiteis offering child care; parent 
training; and assistance with 
medical care, housing, food, and 
jobtraiTiing. It has also initiated 
the following educational pro- 
grams: 

• A pilot curriculum for 
preschoolers emphasizing 
self-esteem and dmg abuse 
education. 

• Training for teachers in play- 
based assessment. 

• Summer training sessions for 
Pinellas County kindergarten 
and first-grade teachers. 

• Recommendations to public 
schools on meeting the needs 
of children who have been 
prenatally or environmentally 
exposed to dmgs. 

For more infonnation, contact 
Kate Howze, Community Rela- 
tions Director, Juvenile Welfare 
Board ofPinellas County, 4140 . 
49th Street, N., St Petersbui?, 
FL 33709-5797, (813)521-1853, 
FAX (813)528-0803. 

Sources: HHS, 1991; Shores, 
1991. 
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1 Office of Special Education and Rehabilitation Services 

The Office of Special Education and RehalMlitati(Ki Services suppoits a research institute on interventions for 
infants, toddlers, and young children exposed to drugs and the following model programs for serving children 
piunataUy e}q)osed to dmgs: 

Steps for Kids Outreadi Project, Boston Gty Ho^tal— An outreach model of services featuring '*(»)e-stop 
shopping*' for women who require substance-abuse treatment and their children with q)ecial needs. For more 
infonnaticMi, contact Margot Kaplan-Sanofif, Project Director, at (617)534-5650. 

Project CAPS: Caregiver and Parent Su{^rt, George WashingtCHi University, Washingttm, DC— A axnpre- 
hensive identification, intervention, and referral program for Wologically and environmentally at-risk infants, their 
families, and child-care providers. For more informati<m, contact Barbara Browr^, Project Director, at (202)994- 
6170. 

Early Childhood Research Institute^Substance Abuse, Universities of Kansas, Minnesota, and South Dakota — 
New or imjxoved collaborative interventi(Xis for infants, toddlers, mi preschoolers who are developmentally 
delayed, at risk for developmental delay, or disabled because of maternal use of alcohol or drugs. For more 
information, contact Judith Carta, Principal Investigator, at (913)321-3143. 

For more information, contact Gail R. Houle, Education Research Analyst, Office of Special Education and 
Rehabilitation Services, U.S. Dept of Education, MES/Room 4613, 330 C. Street, SW, Washington, DC 20202, 
(202)732-1045. 



Operation PAR, Inc. 
(Parental Awareness and Responsibility) 

One of the first programs of its type in the nation. Operation PAR was established in 1970 to serve Pinellas County 
residents with substance abuse problems. In 1990, Operation PAR began accepting drug-exposed infants and their 
mothers. Today, PAR serves 44,000 people a year, making it the laigest nonprofit oiganization providing sub- 
stance abuse tieaiment, prevention, and training services in the southeastem United States. 

Operaticxi PAR offers over 20 programs designed to meet the needs of different age groups and populations with 
substaiKe abuse problems, including a continuum of sttvices for substance-abusing pregnant and postpartum 
womea PAR Village, the center's residential facility, allows each mother to bring up to two children to live with 
her while she completes PAR's 18 to 24-month residential substance-abuse treatment program. Outpatient dnig- 
abuse treatment, case management, counseling, arxi parenting classes are also available. 

For children who are dmg-exposed, the Children's Developmental Center offers therapeutic day care designed to 
promote the development of cognitive, motor, language, and social skills. Center staff provide transportation to 
and fiom the center, hot lunches, and snacks. The children's mothers spend regular supervised time at the center 
interacting with their chfldrcn to enhance bonding, and they participate in parenting skills workshops and parenting 
support groups. The goal of the center is to stop multigenerational chemical dependency and lessen the develop- 
mental lag that can exist between children exposed to dmgs arxi their dmg fliee peers. 

For more infomiation, contact Dcmna M. Sicilian, Coordinator of Children's Services, Child Development Center, 
2000 4th Street, S., St Petersburg, FL 33705, (81 3)896-2672. 



Sources: Jackson (in press); Shores, 1991; U.S. Department of Health and Human Seivices, 1991b. 
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COMMUNITY-BASED PROGRAMS 



Based on their research on community programs serving at-risk chil- 
dren, Palanki et al. (1992) conclude that programs with a ""whole child'' 
approach are the most effective in fostering children's learning. These 
programs generally have most of the following characteristics: 

Flexibility — ^The programs address a variety of problems and 
enable clients to select the services that best meet their needs. 
Regulations are flexible enough to enable institutions to respond 
to immediate needs and to collaborate with other agencies in 
providing services. 

Intensity — ^Populations most in need receive the most services. 

Continuity — ^The programs avoid lapses in services by provid- 
ing transitional services (e.g., between age groups) and sustain- 
ing benefits over time; programs serving the same population 
provide complementary services. 

Universality — ^The programs are available to all eligible clients 
and do not have policies, such as stigmatizing labels, that dis- 
courage clients from seeking services. 

Participation — Clients participate in making decisions about the 
program's policies and services. 

Collaboration — Cooperative working relationships are formed 
with other programs. 

Comprehensiveness — ^The programs offer a broad spectrum of 
services. 



"Improvements in 
one area can actu- 
ally improve other 
areas simulta- 
neously, producing 
a "win- win" game 
instead of a "zero- 
sum" game. If 
health wins, educa- 
tion wins as well. If 
education wins, 
prisons win as 
well." (Hodgkinson, 
1989) 
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SCHOOL DISTRICT PROGRAMS 



. In many areas where prenatal substance abuse is a recognized 
problem, school districts are taking the lead in meeting the needs 
of drug-exposed children. Many are expanding preschool pro- 
grams to provide these children the early educational interventions 
they require to be successful in school. A number of districts are 
also offering parents training in a variety of skills. Staff develop- 
ment programs are also beginning to include sessions on teaching 
children exposed to drugs and participating on multidisciplinary 
teams. 

To better prepare for and serve children exposed to drugs, forward- 
looking district administrators are also forming alliances with 
health departments, hospitals, social services agencies, and child 
protection agencies. Not only are these collaborations providing 
the early identification necessary for schools to anticipate the 
number of substance-exposed children who will enroll, but they are 
also essential to providing the interventions these children and 
their families need. 



Although the study of the effects of substance exposure is less than 
a decade old, teachers and researchers have learned a great deal 
about meeting the educational needs of children exposed to drugs. 
The following projects are examples of research projects being 
conducted by school districts. Projects such as these are contribut- 
ing much to the study of the effects of exposure to drugs and to the 
identification of the interventions that best serve children exposed 
to drugs. 

1^ Prenatally Exposed to Drugs (PED) Program 

The trailblazing educational program for children exposed to drugs 
is the Prenatally Exposed to Drugs (PED) program. Initiated as a 
pilot project in 1987 by the Los Angeles Unified School District, 
the project is identifying the educational strategies that are most 
effective with children exposed to drugs. 

The PED project funds child-care centers serving children with 
developmental delays, most of whom are dmg-exposed, abused or 
neglex:ted, or bom to teenage mothers. Applying research-en- 
dorsed practices in child intervention, family systems, and cultural 



PROGRAMS SERVING CHILDREN 
EXPOSED TO DRUGS 
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diversity, staff members learn how to detemiine what a child's behav- 
icH* is communicating and how to analyze home and school influences 
on childien. To facilitate the successful transition of children exposed 
to drugs to a regular education setting cx^ to the least restrictive q)ecial 
education program placement; the program provides structured learn- 
ing experiences that promote cognitive, communicative, social- 
emotional, and motor development 

The PED program also focuses on family involvement in the child's 
educational progress. With a goal of modifying adults' as well as 
children's behaviors, the program teaches caregivers parenting skills 
and organizes parent support groups (Cole et al., 1989). 

As part of their work, the PED staff has published Today's Challenge: 
Teaching Strategies for Working with Young Cmldren At Risk Due to 
Prenatal Substance Exposure {see Resources for ordering informa- 
tion). 

m Project DAISY 

A three-year study at the District of Columbia Public Schools, Project 
DAISY (Developing Appropriate Intervention Strategies for Young 
Children) seeks to identify the best teaching strategies and support 
services for substance-exposed children aged three to five. 

In this project, 15 children, 5 of whom are substance-exposed, are 
assigned to a classroom staffed by a certified early childhood educa- 
tion teacher and an educational assistant In all, 60 children from 4 
schools in the Washington, D.C., area participate in the project A 
multidisciplinary consultation team, conprised of a speech-language 
pathologist, a clinical social worker, and a clinical psychologist, 
provides special assistance. Support services range from home-based 
interventions to Tumble Tots, a gymjiastics organization, which has 
been contracted to help develop children's motor skills. 

The program uses the following instructional approaches: 

• multi-age groupings to encourage children to support each 
other and serve as models of prosocial behavior and lan- 
guage skills 

• a child-centered curriculum and developmentally appropri- 
ate instructional approaches conforming to the National 
Association of Educators of Young Children's (NAEYC) 
guidelines for young children 

• an emphasis on play designed to encourage children to take 
charge of their learning environment, make their own 
decisions, and establish their own rules 
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• a teacher-as-facilitator approach with the teacher guiding 
children through the discovery of knowledge 

As evidence of the project's success, instead of numerous children 
being placed in special education as anticipated, only one child was 
assigned to a special education class at the end of the first year of the 
program (Pbwell, 1992). 

m Parent and Child Intervention Program 

The first school district in California to offer an integrated intervention 
program for children prenatally exposed to drugs, Ravenswood City 
School District provides short- and long-term services for children 
while also offering substance-abuse treatment and parent educaticm to 
their mothers. Children's services include early and extended inter- 
vention services designed to help children exposed to drugs succeed in 
school. Services for their mothers or guardians include a comprehen- 
sive substance-abuse recovery program and a parenting program. 

Using a modified version of the activity-centered High Scope curricu- 
lum, the teaching staff act as facilitators of learning and coach parents 
as they work in the classroom with their children. Parents can also 
pai dcipate in parent support groups in addition to their treatment 
groups (Jackson, in press). 

STAFF DEVELOPMENT 

Because most of the techniques that work well with other children 
work well with substance-exposed and other at-risk children, much of 
the training for teachers and other staff members who woik with drug- 
exposed children consists primarily of honing skills they already have. 
For example, techniques such as positive reinforcement and system- 
atic transitions between activities that are especially important with at- 
risk children are already practiced in the majority of effective class- 
rooms. 

Since most children exposed to drugs are mainstreamed into 
regular classrooms, instruction in meeting the special needs of 
drug-exposed children should be provided to all school staff who 
work with children exposed to drugs, including counselors, psy- 
chologists, special education teachers, and all classroom teachers. 
District and school administrators and — ^as the first contact person 
in a school — ^the school secretary should also be trained in how to 
recognize and respond to tlie unique problems of substance-in- 
volved children and families. Other staff who would benefit from 
training include paraprofessionals, volunteers, attendance officers. 



school bus drivers, and others who regularly interact with children 
exposed to drugs. 
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Instruction that addresses issues and techniques lelated to substance 
exposure should cover the following subjects: 

1 . Identifying substance-exposed children and substance- 
involved families. This instruction should cover the fol- 
lowing topics: 

• characteristics of children who were prenatally exposed 
to alcohol or other drugs 

• characteristics of children currently living with a family 
member who abuses drugs 

• characteristics of families affected by substance abuse 

• commonly abused substances and their effects 

• using the child and family needs assessment process to 
ascertain possible abuse of alcohol or other drugs 

2. Interacting with drug-involved families, including 



procedures to follow when a child spears to be suffering 
the harmful effects of prenatal exposure to alcohol or other 
drugs 

techniques for working with children exposed to alcohol 
or other drugs 

techniques for working with children and other famUy 
members living in a family where alcohol or other drugs 
are being abused 

strategies for working with family members who abuse 
alcohol or other drugs 

responding to a child's or family member's request for 

help regarding a substance abuse issue 

procedures to follow if child abuse or neglea is suspected 



3. Establishing a school environment appropriate for children 
exposed to drugs. 

4. Collaborating with other agencies to meet the needs of 
children exposed to drugs. Instruction should address the 
following resources: 

• community-based programs that provide substance 
abuse treatment and other services 

• health and social services agencies serving the same 
children 

• people and agencies that can help with specific problems 



"Basically we're 
telling teachers that 
they already know 
what they need to 
know to teach chil- 
dren who have been 
exposed to drugs." 

Harold Smith, Direaor 
Services for Exceptional 
Children 

Fulton County Schools 
Atlanta, Georgia 
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Staff development for teachers should also cover 



Excellent materials and 
programs are now 
becoming available to 
teachers and others who 
work with substance- 
exposed children. 



the impact of neurological impairment on learning 

structured classroom environments 

behavioral interventions for children exposed to drugs 

effective instmctional strategies 

bonding and attachment issues 

effective participation on a multidisciplinary team 



Collins and Anderson (1991) further reoMnmend tiiat faculty and staff 
have the opportunity during staff development sessicms to examine 
their beliefs and values about substance abuse. The goal of these 
discussions should be healthy and constructive rei^nses to the issue. 

Excellent materials and programs axe now becoming available to 
teachers and others who woiic with substance-exposed children. For 
example, the Horida Department of Educaticwi recently published 
Florida's Challenge: Ediu:ating Substance-Exposed YomK^tr^ktmg 
package designed for classroom teachers and other school staff. In 
January 1993, the Department's Prevention Center also co-produced 
"A Nation's Challenge: Educating Substance-Exposed Children" with 
the U.S. Department of Education and Florida A & M University's 
Substance-Exposed Children Project A videotape of the teleconfer- 
ence, which featured researchers, practitioners, and other experts, and 
a resource directory are available from the Horida Department of 
Education {see Resources for more iriformation). 



A number of publications addressing staff development are emerging 
from the early findings of research on children exposed to drugs, and 
several journals have devoted special editions to the topic of substance 
exposure. (See Resources for publications, training programs, and 
other sources of training and materials,) 



Model training programs are also being developed for teachers of 
children exposed to drugs. The following are good examples of 
programs available in the Southeast: 



H Teaching Strategies for Young Children: 
Drug-Exposed and At-Risk Project 

This inservice program is designed for regular classroom teachers of 
substance-exposed young children. First introduced in Hillsborough 
County, Florida, in 1990, this train-the-trainer model is now being 
used nationally to prepare trainers to work with teachers in their own 
school districts. 

The course consists of six weekly three-hour sessions covering the 
following topics: 
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♦ The At-Risk and Drug-Exposed Child 

♦ Classroom Organization (How the aassroom Should Look) 

♦ Scheduling and Routines in the Classroom 

♦ The Teacher as a Facilitator with an At-Risk Population 

♦ Social Skills, Organization, and Self-Esteem 

♦ Teaching Language Th3X)ugh Motor Skills 

The program is based on developmentally appropriate approaches to 
early childhood education endorsed by the National Association for 
the Education of Young Children (NAEYC). While no specific stu- 
dent curriculum is recommended, curricula such as High Scope, 
ERIN, and Montessori are used to illustrate the application of strate- 
gies to the classroom. The program also stresses a multisensory ap- 
proach to teaching and introduces techniques involving visual cues 
and environmental prompts. Participants receive a notebook con- 
taining coxirse materials, newspaper and journal articles, and make- 
and-take materials (Jackson, in press). 

For more information, contact Linda Delapenha, Project Director, or 
Judith Hyde, Project Coordinator, Drug-Exposed and At-Risk 
Project, Hillsborough County Public Schools, 1202 East Palm Av- 
enue, Tampa, PL 33605, (813)273-7137/7500, FAX (813)273-7302. 

li Children Vulnerable for School Failure 
Because of Exposure to Drugs and Alcohol 

This 50-hour staff development course covers a wide range of topics 
related to the effects of prenatal drug exposure on children's devel- 
opment. Designed for Fulton County, Georgia, teachers by the 
Services for Exceptional Children office, the course is available to 
public school districts throughout the Southeast 

Instruction addresses the following topics: 

♦ Addiction and the Family 

♦ Effects of Prenatal Drug and Alcohol Exposure 

♦ Social and Emotional Development of High-Risk Children 

♦ Working with High-Need Families 

♦ Instructional Strategies: Paradigm for Planning for 
Instruction and Attention Deficit Disorders 

♦ Instructional Strategies: Behavior Management 

♦ Instructional Strategies: Learning Disabilities 

♦ HIV/AIDS: Impact on Children 

For more information, contact Harold Smith, Executive Director, 
Services for Exceptional Children, Fulton County Schools, 580 
College Street, HapeviUe, GA 30354, (404)763-5680. 
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Dynamite Idea 



ISubstance-Exposed 
i Children Project 

Hie Substance-Exposed Qui- 
dien Piojcct was established in 
1992 as a leseanSi-and-develop- 
ment project to design a model 
training program for teachers of 
children exposed to dmgs. 
Administered by Florida A & M 
University, the three-year 
project is a collaborative effort 
involving the U.S. Department 
of Education, Ae Florida 
Department of Education, and 
the Gadsden County and Orange 
County (Florida) school dis- 
tricts. The goal of the projea is 
to address tfie academic and 
social-emotional problems of 
substance-exposed diildren 
through individuali2«d pro- 
grams and facilitative classroom 
environments. 

Each participating school 
establishes an intervention team, 
consisting of an administrator; 
teachers; a guidance counselor, 
and either a psychologist, social 
worker, or nurse. The team 
assesses students needing 
specialized services, develops 
an individualized intervention 
plan for each child, and moni- 
tors the progress of the students 
and their families. A behavioral 
specialist is assigned to each 
distria to coordinate the work of 
the intervention team and 
provide on-site technical 
assistance and training. 

Teachers are instructed in 
techniques that are effective in 
improving substance-exposed 
children- s motivation, self- 
esteem, social skills, language 
development, ability to orga- 
nize, readiness for learning, fine 
and gross motor skills, and 
academic achievement. 



continued on page 51 
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m A Systemic Approach to Dealing with Fetal 
Alcohol and Other Drug-Affected Children in 
Educational Settings 

This five-day training program teaches educators how to identify 
and address the problems of children affected by exposure to 
alcohol and other drugs. Training materials include readings, 
videotapes, case studies, and worksheets. 

The course includes, among others, the following units of study: 

• Effects of Drug Use on the Fetus 

• Effective Instructional Strategies for the Classroom 

• Successful Classroom Environments 

• Strategies for School Administrators 

For more information, contact Ethel Simon-McWilliams, Associate 
Executive Director, Northwest Regional Educational Laboratory, 
Western Center for Drug-Free Schools and Communities, 101 SW 
Main Street, Suite 500, Portiand, OR 97203, (503)275-9500. 

PARENT TRAINING 

Many aspects of effective parenting involve teachable skills. Conse- 
quentiy , many schools are taking advantage of their resources to offer 
parents of at-risk children the training they need lo provide their 
children happier, more stable homes. 

In some areas where schools have become major service delivery 
centers, parents come to the school to take classes. In Connecticut, for 
example. Family Resource Centers provide school-based child devel- 
opment and family support services to all children and families 
residing in the surrounding community (Palanki et al., 1992). Other 
schools provide training through aggressive outreach efforts, such as 
informal meetings held in neighborhood homes to talk about the "ups 
and downs" of parenting or buses sent to pick up parents who have no 
transportation. 

Parent training generally addresses three areas: the parent as parent, 
the parent as teacher, and the parent as learner. 

Parent- As-Parent training typically includes instruction in 
child development, parenting skills, and strategies for access- 
ing community ser/ices and resources. For the parents of 
children exposed to drugs, instruction might cover develop- 
mentaUy appropriate games, strategies for handling behavior 
problems, (x decision-making skills. 
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Parent«As*Teacher training teaches parents how to help 
their children learn at home. For example, parents may be 
taught how select books to read to their children, how to 
nKxlel sharing and taking turns, or how to "talk'' a child 
through the steps of a task. 

Parent* As<Learner training ranges from adult education 
and job training classes to instruction in English as a second 
language. 

Parent Support Groups 

In some districts the parents, guardians, and teachers of children 
exposed to drugs have formed support groups that meet regularly 
to discuss issues and share information. These groups can focus on 
specific problems, such as raising a disabled child, or address 
broader issues, such as children's behavior, study habits, etc. In 
some communities, support groups provide training in English as a 
second language and referrals for such services as after school care 
and transportation. These groups can also be very useful in helping 
parents access social services and other resources. 



Dynamite Idea 
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In 1993, the project co-pro- 
duced "A Nation's Oiallenge: 
Educating Substance-Exp(»ed 
ChiMien," a teleconference fea- 
turing practitioners and 
policymakers across the coun- 
try. The project will also de- 
velop Ae following programs 
and services: 

Modd Classroom Program — 
Eadi partkipating school will 
be established as areg^onal 
demonstration site at which 
educators ftom all stales will be 
able to observe effective prac- 
tices and receive materials and 
technical assistance on replicat- 
ing the prograta 

Modd Training Program — 

Ongoing training will culminate 
in a model program of research- 
endorsed practices for teachers, 
principals, counselors, school 
nurses, psychologists, district 
administrators, and others work- 
ing with students who were pre- 
n^ally exposed to dmgs. The 
training package will contain 
print and audio-visual materials. 
A preservice teacher-training 
course for hi^r education will 
also be developed. 

Consultant Bureau — 

consuLCant bureau of experts 
will be established to provide 
technical assistance in specific 
fields to educators aiKl others 
who serve children exposed to 
dmgs. 



Source: Nancy Fontaine, Director, 
Early Intervention Office. 
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SCHOOL PROGRAMS 



Ideally suited to linking families widi educational, health, social, and 
other services, public schools arc becoming the primary service 
delivery centers in many c<xnmunities (Kadel, 1992). In this capacity 
they arc helping ensurc that at-risk children and their families receive 
the comprehensive services they need fcwr healthy, productive lives. 
As expressed by Western et al. (1989), schools that provide both child- 
centered and family-centered interventions are meeting the challenge 
of "learning how to help drag-exposed [children] reach out to the 
world and how to support their families in creating a world wwth 
reaching fof (p. 7). 

Schools are also in the forefront of dmg-abuse prevention. All schools 
provide students with education on drag prevention, and many offer 
such sendees as drag-prevention programs, drag-fiee activities, and 
support groups. For a list of schools in the Southeast that have been 
honored by the U.S. Department of Education's Drag-Free Schools 
Recognition Program, see Appendix A. 

IDENTIFICATION OF CHILDREN 
EXPOSED TO DRUGS 

Researchers universally agree that early identification and intervention 
can significantly help remedy the learning and behavioral problems 
associated with prenatal substance exposure. Unfortunately, many — 
some researchers say most — of the drag-affected children arc not 
identified Schools already contain significant numbers of children 
who were prenatally exposed to alcohol cwr other drags, but because 
most of these children are of normal intelligence, the subtle deficits 
affecting their academic performance are often undetected or misdiag- 
nosed 

Common Characteristics 
of Children Exposed to Drugs 

As discussed in Chapter 1, the effects of exposure to drags vary 
greatly; therefore, children who have been exposed to drags can be 
vastly different firom each other. The symptoms of drag exposure 
can vary along a continuum from minimal developmental delays to 
severe impairment in all areas of the child's development. Sub- 
stance-exposed children's behaviors can also range fiom passivity 
to hyperactivity, apathy to aggression, and indiscriminate trast to 
intense fear and suspicion. 
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While the effects of prenatal drug exposure vary greatly, children 
exposed to drugs tend to have the following characteristics, many 
of which they have in common with other at-risk children: 



Noncompliance — aggressiveness, failure to comply with 
teacher directives, or loss of control 

Self-Regulation Difficulties — ^inability to auend to and process 
information, to calm oneself, or to adapt to the needs of a situa- 
tion, often resulting in enK)tional or physical withdrawal or loss 
of control 

Impulsiveness — ^tendency to act impetuously, often the result 
of the child's difficulty delaying gratification 
Difficulties with Social Relationships — ^problems forming so- 
cial relationships because of emotional detachment, poor com- 
munication skills, and inability to regulate behavior 
Language and Communication Difficulties — difficulty pro- 
cessing information, following sequential commands, etc. 
Poor Judgment and Poor Decision-Making Skills — difficulty 
understanding cause-effect relationships or in predicting the 
consequences of their behavior 

Unreliable Memory — inability to retrieve information or to 
remember how to perform a previously mastered skill (Stevens 
& Price, 1992; Waller, 1993) 
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Dangers of Labels 

The identification of children for early intervention services pre- 
sents educators with a dilemma. How can they identify children 
for services without categorizing them with potentially damaging 
labels? With studies clearly showing that labels influence teachers' 
and others' perceptions of children's abilities, many educators are 
concerned about the harm that terms such as "crack kid" can cause. 
Consequentiy, most professionals are against labeling children with 
terms such as "cocaine-affected," "drug baby," or even "substance- 
exposed." 

One reason educators who work with children who are substance- 
exposed oppose labeling is because terms such as "drug-exposed" 
often stereotype children who have very diverse problems — ^and 
abilities. Since children exposed to drugs (especially cocaine) have 
been branded brain-injured and unmanageable, children who are 
labeled "crack babies" may be perceived as unteachable despite 
their potential. 

Another reason many educators do not favor labeling is that very 
litde documentation exists on the effect of drugs on children; there- 
fore, labeling drug-exposed children as unteachable is both prema- 
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How can educators 
and social workers 
identify children for 
services without 
categorizing them 
with potentially 
damaging labels? 
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Children exposed to 
drugs have difficulty 
coping with the stress, 
demands, and 
unpredictability of the 
typical school day- 



ture and irresponsible. Furthermore, by attributing a child's prob- 
lems solely to his or her mother's use of drugs, terms like "crack 
baby'' imply that such factors as poverty, poor maternal nutrition, 
teenage pregnancy, etc,, play no role in the child's problems. As 
Stephen R. Kandall, M.D., points out: 

If it eventually proves true that cocaine directly damages 
the brains of our young children, this indeed would be an 
American tragedy of immense proportions. But it would be 
no worse than the tragedies of poverty and homelessness 
that already affect thousands of mothers and children, 
{Don't Call Them Crack Babies, 1991, p. 3) 

A very practical reason for not labeling children is that labels that 
describe medical conditions, such as ''prcnatally exposed to drugs," 
are of little help to teachers and inappropriate for determining a 
placement or intervention, particularly since the effects of expo- 
sure to drugs vary so much among children. Far more useful are 
labels that identify each child's academic, behavioral, and emo- 
tional needs — ^in educational terms. For example, diagnostic labels 
that describe specific problems, such as attention deficit disorder, 
or learning problems, such as difficulty with visual organization, 
are much more helpful to teachers. Not only do they identify 
characteristics relevant to the student's performance in school, but 
they also point the way to interventions that can help (Stevens & 
Price, 1992; Villarreal, McKinney, & Quackenbush, 1992), 



PROTECTIVE ENVIRONMENTS 

A predictable, secure, and stable environment is important for all chil- 
dren. For childien exposed to drugs, it is essential. Early research 
with preschoolers exposed to drugs shows that they arc often unable to 
function effectively in a traditional school setting. Because some chil- 
dren exposed to drugs are easily agitated, they have difficulty coping 
with the stress, demands, and unpredictability of the typical school day 
(Rist, 1990), 

These children can, however, function very well in protective school 
environments characterized by stmcture, consistency, and security. 
Intervention programs for children exposed to dmgs must, therefore, 
establish stable school and classroom environments. Ideally, these 
protective environments have the following attributes: 

Adult*Child Ratio — ^The number of children per adult is low 
enough to promote attachment, predictability, nurturing, and 
ongoing assistance in learning appropriate coping styles. 
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Continuity — ^To provide chUdren exposed to drugs with the 
stability they need, schools reduce the fragmentation that char- 
acterizes the typical school day and limit classroom interrup- 
tions from visitors, intercom announcements, etc. Disruptive 
noise is also controlled. 

Routines and Rituals— The predictability of routines, rituals, 
and scheduling over time strengthens a child's sense of self- 
control and mastery over the environment Therefore, profes- 
sionals such as speech and language therapists, psychologists, 
and social workers who visit the classroom develop a routine 
for reintroducing themselves and predicting for the children 
when they will appear again. 

Stability — Children exposed to drugs are assigned to a teacher 
for more than one year, and early childhood classes stay to- 
gether for two or more years in elementary school. 
Program Coordination — ^To ensure that all professionals con- 
cerned with a child and family are able to coordinate their ef- 
forts, time is allotted for teachers to meet and plan with social 
workers, psychologists, speech and language therapists, and 
other professionals (Cole et al., 1989; Waller, 1993). 

Fostering Resiliency 

Research on resilient children — ^those who have flourished despite 
childhood adversities — has found that these children typically have 
the following attributes: 

!• Social Competence — ^responsiveness, flexibility, empathy, 
good communication skills, a sense of humor, and other 
prosocial behaviors 

2. Problem-Solving Skills — ^ability to think abstractiy, reflec- 
tively, and flexibly; ability to attempt alternative solutions 
for cognitive and social problems 

3. Autonomy — a sense of identity and an ability to act inde- 
pendentiy and exert some control over their environment 

4. Sense of Purpose and Future — healthy expectations, goal/ 
success orientation, motivation, and hopefulness (Benard, 
1991) 

Forced to struggle with adversity from birth, children exposed to 
drugs are exceptionally resilient. Having prevailed through prena- 
tal exposure to drugs or life with a drug-abusing, often violent 
family, they have survival skills that most adults have not devel- 
oped — or have ever needed. Unfortunately, children exposed to 
drugs often manifest their resiliency in self-defeating or inappropri- 
ate behaviors. Schools must, therefore, determine the best way to 
tap into drug-exposed children's innate strengths and channel their 
resilience into constructive behaviors. 

' 55 

ERIC 



"Practically any 
school can enable at- 
risk children to stay 
with the same class 
for more than one 
year. This is such a 
simple thing to do but 
one that provides 
these children the 
stability they desper- 
ately need." 

Faye Deloach, Principal 
Walsingham Elementary 
School 

Largo, Florida 



A good way to acccMiiplish fliis goal is to help substance-exposed chil- 
dren develop the four traits of resiUent children described above. Studies 
of factors that foster resiliency as well as research on effective schools 
indicate that the following school qualities can help promote resiliency 
in children. 

• Caring and Support— Accwiing to Benaid (1991), Ae amount 
of caring and support that children receive in school is a "powa:- 
ful predictor ofpositive outcome fw youth." Studies ccmsis- 
tently show hat the most positive role model fcM* many at-risk 
children is a favorite teacher or coach. 

• High Expectations— Schools that establish high goals for aU 
children and help them achieve those goals have remarkably 
hi^h rates of academic success. 

• Participation and Involvement — In schools where youth are 
given high levels of responsibility and encouraged to participate 
in a variety of activities, the level of achievement is very hi^, 
while the number of discipline problems is very low (Benard, 
1991). 



"Children exposed to 
drugs are tremen- 
dously resilient, in 
some ways, much 
stronger than other 
children. These 
children develop the 
survival skills to adapt 
to an environment 
lacking in nurturing, 
learning, or any other 

positive characteris- 
tic^ 
tic. 

Nancy Fontaine, Director 
Eariy Intervention Office 
Florida A &M 
University 
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How Administrators Can Help 
Classroom Teachers Meet the Needs 
of Children Exposed to Drugs 



Principals and directors of kindergartens, pre-kindergartens, and 
child-care centers can help classroom teachers meet the needs of 
children exposed to drugs by 

• being knowledgeable about the symptoms of exposure to dmgs 

• being aware of assessment techniques and instructional strate- 
gies that ate appropriate for children exposed to drugs 

• referring children exposed to drugs for diagnostic screening 
when necessary 

• acknowledging the special needs of children exposed to dmgs 

• recognizing that children exposed to drugs require special 
curricular and instructional approaches 

• responding to the affective as well as academic needs of drug- 
involved children 

• ensuring that children exposed to drugs receive the specialized 
guidance and counseling they often require 

• selecting staff who can meet the needs of children exposed to 
drugs 

• arranging training for staff who work with children exposed to 
drugs 

• providing support and guidance for teachers and other staff 
members who work with children exposed to drugs 
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• using innovative approaches to involve parents or guardians in 
their children's development 

• arranging for outside assistance that is important to the child's 
overall development 

• following through on a child's referral to an outside source to 
ensure continuity of care 

• taping community resources that can provide information and 
services (Harpring, 1990) 

HOME-SCHOOL PARTNERSHIPS 

Home-school partnerships are becoming an integral part of programs 
serving at-risk children in many commimities. Schools are discovering 
that these partnerships have many benefits beyond improving a child's 
academic performance. 

Parent involvement through home-school partnerships improves 
parent-child interactions and increases parents' competence and confi- 
dence. As a result, the child's chances for healthy development are 
greatiy increased In many cases, the partnerships also stimulate 
parents to complete their education, hone their job skills, or otherwise 
improve their lives. 

Outreach Strategies 

Some parents have negative attitudes toward schools. Many of them 
go into their children's school only when there is a problem. For 
others, schools conjure up memories of being unsuccessful and un- 
happy as children. Many parents of children exposed to substances 
also find school staff members intimidating because the parents are 
self-conscious about their lack of education, limited proficiency with 
English, dmg addiction, or other limitations. For these and other 
reasons, it is up to the school to take the initiative in establishing home- 
school partnerships. 

The most successful outreach strategy for at-risk families is often word 
of mouth. Therefore, any parent involvement effort should involve 
asking current participants to recruit other parents in the neighboAood. 
Davies (1987) and liontos (1992) recommend that schools also try the 
following outreach strategies: 

L Send well-prepared, sensitive school representatives into 
homes to meet with families* 

Outreach staff should be prepared for a variety of cultures, lan- 
guages, and lifestyles. 

2. Broaden views of what constitutes a ^Yamily/' 

Faculty and staff should recognize that children exposed to 
drugs rarely come from traditional two- parent families. 



Dynamite Idea 



I Parent Center 

The Parent Center at Sudduth 
Elementary School serves high- 
risk children in Starkville, Mis- 
sissii^i. The center receives 
extensive support from commu- 
nity volunteers arKl donations 
that enable it to offer such ser- 
vices as social service referrals, 
evening woiksbops for parents 
(and child care for their chil- 
dren), a book/videotapeAoy re- 
source center, mental health 
counseling, and a 24-hour par- 
ent help line. 

Examples of the range of support 
the center receives finom flie com- 
munity include the following ser- 
vices and activities: 

• the local newspaper's weekly 
"Partners in Learning" 
column on parenting skills 
and educational issues 

• donations of unencumbered 
air time by the local television 
station for public service 
announcements in which 
parents, children, and school 
personnel demonstrate 
effective parenting skills and 
constmctive home activities 

• a "Coats for Kids" project 

• fingerprinting of cMldren by 
the police department as a 
safety measure 

As a result of community sup- 
port, only two salaried parapro- 
fessionaLs are necessary to coor- 
dinate the program. 

For more infonnadon, OMitact 
Joan Butler, Principal, Sudduth 
Elementary School, Grcenfield 
Drive, Staricville, MS 39759, 
(601)32+4150. 

Sources: "Home-School Coordi- 
nation,** 1992; Kadel, 
1992. 
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Dynamite- Idea 



|| Natchez-Adams 
Chapter I 
Parent Center 

The purpose of the Natchez- 
Adams Chapter I Parent Center, 
which serves seven public and 
private schools in Natchez, 
Mississippi, is to make educa- 
tion a more important part of 
parents* lives and to help 
parents woilc more effectively 
with their children. 

Through the program, teachers 
complete referral forms that 
outline the skills children need 
to practice. The parents can 
then bring the forms to the 
center, where they are trained 
to use instructional materials .0 
help their children master those 
skills. Parents can also check 
out materials and equipment, 
including personal computers, 
to use at home. 

The center also provides 
parenting skills training and 
adult education. 

For more infomiation, contact 
Millicent Mayo, Natchez- 
Adams School System, Post 
Office Box 1 188, Natchez, MS 
39121, (601)445-2897. 

Sources: Kadel, 1992; D'Angelo 
&Adler,1991. 



3« Be noiyudgmental toward substance-abusing parents. 
While the temptation to blame parents for what they have 
done — ^and may still be doing — ^to their children is understand- 
able, school personnel must remember that drug addiction is a 
disease and that the child has a much better chance of progress- 
ing if the parents and school work together. 

4. Reach out to parents in informal settings. 

Some parents are more approachable in "unofficial" places such 
as grocery stores, civic centers, etc. 

5. Schedule some meetings away from school grounds. 
Many schools have had success holding meetings in neighbor- 
hood centers, churches, homes, and other places that are less 
intimidating and more accessible to parents. 

6. Establish a parent center at the school. 

Parent centers offer parents a place to interact informally with 
teachers and other school personnel. They can also be used to 
provide parents information, resources, training, and referrals to 
community services. 

7. Keep libraries open after school hours. Libraries can support 
family literacy programs, provide resources on child care, and 
serve as a forum for school-family communication. 

S. Eliminate logistical barriers to parent involvement. 

Schedule conferences and meetings at times that are convenient 
to parents, let parents know when teachers can be reached by 
telephone, and ask for a neighbor's telephone number if the 
family does not have a telephone. Many schools that serve low- 
income families have succeeded in increasing parent participa- 
tion by providing child care, transportation, and meals. 

9. Foster communication. 

Develop materials in other languages for parents who are not 
proficient speakers of English. Contact parents when there is 
good news, not only when there is bad news; and establish two- 
way communication with families by 

• adopting a two-way portfolio assessment system in which 
teachers send home selections of a student's work and invite 
families to send examples of the child's home activities to 
school. The home portfolio can contain pictures the student 
has drawn, favorite stories, photographs, etc. 

♦ designing authentic leaming tasks. Tlie most successful 
early intervention programs for at-risk children recognize 
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that the home is an essential part of the cuniculunL By 
developing tasks around family and community contexts, 
teachers can make learning more relevant and reinforcing. 



10. Hdp parents and other caregivers establish goals for their 
children and help the children me^ those goals. 
Facilitating paiental/caiegiver goals can help establish a close 
working relationship between home and school. 

11. Use an innovative, flexible approach. 

Successful outreach programs try new ideas and change course 
whpn activities fail. 
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Section III 



STRATEGIES FOR TEACHERS 
OF CHILDREN EXPOSED TO DRUGS 



Chapter 6: Classroom Management 

• Facilitative Classrooms 

• Social-Emotional Support 

• Behavior Management 



Chapter 7: Instructional Approaches 

• Learning Styles 

• Teaching Strategies 
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Chapter 6 



CLASSROOM MANAGEMENT 



/ 

/ 



For children exposed to 
drugs, the classroom 
can become an oasis in 
their otherwise chaotic 
lives, and the teacher 
can become one of the 
few people the children 
can count on for atten- 
tion and caring. 



While some substance-exposed children with severe symptoms are 
placed in special education programs, the vast majority of children 
exposed to drugs will be assigned to regular classrooms either 
because they are capable of functioning well in an average class- 
room, their learning deficits have not been detected, or because 
programs to meet their needs are not available. Every classroom 
teacher should, therefore, be prepared to teach children exposed to 
drugs. 

To do so effectively, each teacher must be able to recognize and 
respond to the special needs of children exposed to drags and help 
them develop the social skills that many drug-exposed children 
lack. While this can be a difficult — often frustrating — ^task. Waller 
(1993) reminds us that 

. . . children affected by crack want to be like other chil- 
dren. They want to have friends. They want to "be good." 
They want to feel the same things other children do, and do 
the things they do. They want to be able to think and "get" 
jokes and understand subtle things. They want to play and 
to enjoy things. They want to succeed in school. They 
want to succeed socially. They want to understand them- 
selves and the world around them. (p. 74) 



FACILITATIVE CLASSROOMS 

Because children exposed to drugs often come from very unstable 
environments, a safe, orderly, and secure school setting is cmcial 
to their emotional and cognitive well-being. Accordingly, they are 
happiest and most productive in classrooms with familiar, soothing 
surroundings; predictable routines; and consistendy enforced limits 
and mles (Cole, Jones, & Sadofsdy, 1990). 

A rating scale for assessing the appropriateness of a classroom, 
materials, daily routines, and teacher-student interactions for 
children exposed to drugs is provided in Appendix C. 



Creating Suitable Environments 



Children exposed to drugs perform best in orderly environments. 
Their classrooms should be well-organized with clearly defined 
learning centers and group meeting areas. To avoid distracting or 
over-stimulating children exposed to drugs, the number of objects 
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and furnishings in tiie classroom is limited, and lighting, colors, and 
textures are subdued Ideally, equipment and materials can be re- 
moved to reduce stimuli or added to enrich an activity. 

Because children exposed to drags have difiRculty learning in the 
typical classroom envircmment. Waller (1993) suggests that they 
spend two years in a classroom specially designed to avoid "overload- 
ing their circuits" with too much sensOTy stimulaticMi (p. 61). This 
**intervention classnx>m" stands in stark contrast — ^literally — to what 
is generally regarded as the ideal setting for young children (W aller, 
1993, p. 61). 

Instead of being brightly lit, the intervention classroom has low 
lighting. Instead of containing bright and interesting pictures, the 
walls are almost bare. Instead of nunaerous bulletin boards displaying 
a variety of illustrations and themes, one bulletin board exhibits only a 
few items that the children have made. Instead of being colcxful and 
inviting with toys and books, the ideal classroom few childr^ exposed 
to drags contains few colc»:s and plain patterns; toys are stored out of 
sight and curtains cover books in bookcases. Placement in such an 
environment, says Waller, enables children exposed to drags to mature 
in a nK>re appropriate setting before encountering the challenges of the 
typical classroom. 

Establishing Routines 

One of the most significant impaimients resulting from exposure to 
drags is the inability to stracture one*s own life. Accordingly, estab- 
lishing and following routines is very important in classrooms with 
children exposed to drags. Because at-risk children have difficulty 
adapting to change, classroom routines should be as predictable as 
possible. Activities should be stractured, and schedules should be 
consistent so that children can anticipate and easily ad^^t to daily 
tasks. 

Because most children exposed to drags have difficulty ending activi- 
ties, transitions between classroom activities are an excellent opportu- 
nity to teach them how to prepare for and cope with change. There- 
fore, teachers should carefully prepare for transition time, ensuring 
that transitions between activities are extremely systematic. 

Transitions between activities should have three major stages: 

1. Ending — a formal end of the current activity, such as a 
discussion of the activity to help the children understand its 
significance and reach closure, or a period when children 
put away the materials they have been using 
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Teaching Tip 



Establishing Routines 

The following tips on estab- 
lishing classroom routines are 
from experienced teachers of 
children exposed to drags: 

✓ Use the same rabric to 
begin each day, e.g., 
"Good morning, class." 

✓ Introduce new informa- 
tion or new les^ns in the 
same way, e.g., "Let's get 
ready to learn something 
new.** 

✓ Write down the introduc- 
tion you use for every 
activity on the first day of 
school to help you re- 
member the exact word- 
ing for introductions to 
activities thereafter. 



Source: WaUer, 1993. 
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Teaching Tip 



Making Systematic 
Transitions 

Shirley Jackson of the U.S. 
Department of Education 
offers teachers the following 
advice for making successful 
transitions with substance- 
exposed and other at-risk 
children: 

✓ Have as few transitions in 
the daily routine as 
possible. 

✓ Alternate active times 
with quieter times. 

✓ Warn children well in 
advance of a change in 
activities (for example, at 
ten minutes, then five 
minutes, then one minute 
before the end of the 
current activity). 

✓ Preview for the children 
what will happen during 
the transition. 

✓ Use the same type of 
signal (bell, light, music, 
etc.) for all transitions. 

✓ Practice new or complex 
transitions by having the 
students do "dry-runs'* or 
by asking one child to 
model the stages of the 
transition. 

✓ Start the next activity 
prompdy to encourage 
dawdlers to join in. 

✓ Give the children positive 
reinforcement throughout 
the transition process 

Source: Jackson, in press. 



2. Middle — a link between the current activity and the next 
activity, such as an explanation of how successive activities 
relate to each other 

3. Beginning — ^an introduction to the next activity, including 
advance organizers, motivation, etc., that prepare the 
children for and stimulate interest in the next activity 

Establishing Rules 

Rules for children exposed to drugs should be explicit and few. 
They should be carefully explained, prominently posted, and 
consistently applied. Because verbal expression is critical to the 
development of a substance-exposed child's ability to control his 
or her behavior, children should be encouraged to talk about their 
feelings in an atmosphere of acceptance. 

Recognizing that having the freedom to choose and to assume the 
responsibility for choices promotes a child's physical, social- 
emotional, and intellectual growth, teachers should also encourage 
children exposed to drugs to make decisions for themselves. 



SOCIAL-EMOTiONAL SUPPORT 

Drug-exposed infants who have not formed attachments with their 
caregivers or who have received inadequate care arc likely to 
become distrustful, suspicious, or fearful children. Overwhelmed 
by social interactions, they often cope by engaging in exaggerated 
behavior patterns. As a result, intervention strategies for children 
exposed to drugs must attempt to counteract prenatal risk factors as 
well as stressful life events. 

The teacher of a child exposed to drugs must realize that he or she 
may become a very in^rtant person in that child's life. This 
possibility is especially likely with children who are living with 
drug-abusing families or being passed around from foster home to 
foster home. For these unfortunate children, the classroom can 
become an oasis in their otherwise chaotic lives, and the teacher 
can become one of the few people the children can count on for 
attention and caring. Consequendy, a teacher's first priority 
should be establishing a strong attachment with children exposed 
to drugs (Cole et al., 1989). 
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Teaching Tip 



Putting Safety First 

The teacher*s first priority is safeguarding all of the children in the 
classroom. Since children exposal to drugs arc unpredictable and 
sometimes violent, the teacher should take the following precau- 
tions to ensure the safety of the children: 

✓ Remove objects that could become weapons in the 
hands of an out-of-control child. 

✓ Arrange the classroom so that you can see all areas of 
the classroom at all times and so that you are able to 
move to every area quickly, 

✓ Train aides and volunteers in safety techniques. 

✓ Assign children exposed to drugs to the quietest, calm- 
est work groups. 

✓ Constantly monitor the behavior of children exposed to 
drugs. 

✓ Arrange with teachers in adjacent classrooms to cover 
your class in an emergency. 

✓ If children are too stimulated to cope with noisy play- 
grounds or cafeterias, stay with them in the classroom 
during recess and lunch. 

✓ Be prepared for sudden mood swings and unprovoked 
temper tantrums. 

✓ Be alert to physical signs of hyperactivity, such as a 
child suddenly running around the classroom, throwing 
something, or yelling. 

✓ Learn (from teachers of emotionally disturbed children) 
how to safely restrain a child by wrapping your arms 
and the child's arms around him or her. Hold a child as 
long as it takes until he or she is calm. 

✓ Use a time-out area or room with older children. 

Teachers of children exposed to drugs should remember that 
restraints and time-outs are not punishments but techniques for 
controlling children when they are unable to control themselves. 

Source: WaUer, 1993. 



Individuals who 
have succeeded in 
spite of adverse 
environmental 
conditions . . . have 
often done so be- 
cause of the pres- 
ence of support in 
the form of one 
family member, one 
teacher, one school, 
one community 
person that encour- 
aged their success 
and welcomed their 
participation. 



Boraiie Bemaid 
Fostering Resiliency in 
Kids, 1991 



Promoting Social-Emotional Growth in 
Children Exposed to Drugs 

Fostering children's self-esteem, self-contiol, and problem-solving 
mastery is best achieved when teachers combine maturing with 
fadlitative teaching. These protective and facilitative approaches arc 
similar to those of any good program far young children, but because 
children prenatally exposed to drags are more vulnerable, these 
techniques are essential to their develq>inent 

In addition to having tfie sensitivity, warmth, and other nurturing 
attributes that all efifective teachas have, teachers of substance- 
exposed children contribute to the social-emoticxial growth of sub- 
stance-exposed children. Foe example, the teacher is likely to become 
an important role nxxiel for the children. The teacher must, therefore, 
be careful to exhibit the behaviors the children should imitate — 
because they will. 

The teacher must also leam to be direct with children exposed to 
drags. While other children understand the meaning of the teacher's 
pointed look or stem tone of voice, itiany of the children exposed to 
drags do not They must be told precisely to stop whispering or put 
the marbles away. 

To help children exposed to drags leam how to respond to verbal cues, 
the teacher should teach them the meaning of common facial expres- 
sions and body language. AgoodwaytodothisistonK)deln<Miver- 
bal cues, explain situations in which they are used, help the chiW find 
examples of the expressions in magazines, and have the child look in a 
minor while he or she practices die expressions. 

Before a child can attempt new learning he ot she must be made to 
feel emotionally safe. It is, therefore, crucial that the teacher establish 
a responsive, nurturing environment, one that is conducive to active 
learning as well as the development of a healthy self-concept (Cble et 
al., 1989). The following chart, ad^ted from the work of the Los 
Angeles Prenatally Exposed to Drags (PED) program, identifies 
strategies for fostering social-emotional development in children 
exposed to drags. 
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Characteristics that May Inhibit . Teaching Strategies that Foster 
Social-Emotional Development Social-Emotional Development 



Does not seek out adults for comfoit, play 
approval, or assistance 

Is indiscriminate in his or her attachments to 
all adults; goes from one adult to another 
showing no preferoice for a particular adult 


Seize every opportunity to develop close 
teacher-child relations. 

Respond to the child's rteeds in predictable 
ways. 


Clings to the teacher and other adults; 
becomes extiemely agitated when separated 
from primary caregiver 


Provide the child with oppor;Kmities for 
physical contact and mutual ^ch. 

Recognize that preschoolers may need to 
sit t)ext to an adult or in an adult's lap. 

Communicate with caregiver to keep 
abreast of relevant home events, such as 
variations in routines, family emergencies, 
or changes in the child's sleeping patterns. 


Lacks self-awateness as an individual 


Center activities around each child as an 
individual. 

Give the child toys, materials, and areas in 
the classroom that are the child's alone and 
do not have to be shared (e.g., favorite 

DUy^ IFUlil llUIiiv, ^IL'lUivlA/VKo, VUULMCo 

with the children's names). 

Provide daily oppoitunities for the child to 
practice independent feeding, dressing, 
badiing, toileting, aiul play skills (while 
remaining tolerant of messiness aiKi 
dawdling). 


CrAmOll^ a icSuiClCQ langc Ul cmuuuii&, 

raiely smiles, laughs, or shows joy; and does 
not express fear, grief, or worry 


iviuuei appiupndic CAprcooKuiio ui uic luu 
range of emotions for the child. 

Pxnlain exnression^j of emotion^k to heln 
the child leam to identify emotions. 

Encourage, identify, and react to the 
child's expressions of emotion. 


Is unable to leam social skills by observing 
others 


Teach specific social skills such as shar- 
ing, taking turns, etc. 
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Characteristics that May Inhibit 
Social-Emotional Development 


Taching Strategies that Foster 
Social-Emotional Development 


Is unable to leam social skills by observing 
others 


Practice common interactions <and appropri- 
ate iKXiverbal expressions) such as greeting 
the principal or a grandmother, asking for 
directi(xis» or having a conversation about an 
event; ask the child's parent/caregiver to 
{xactice specific social interacti(xis at hoca^. 


Initiates interacticm with other children 
inapjM-opriately by hitting, pushing, biting, 
swearing, or maldng negative remarks 


Acknowledge attempts by the child to 
interact cooperatively with peers. 

Intercede with extra support for a child who 
has attempted to resolve conflict without 
success. 


Has difficulty delaying gratification 


Delay rewards and other gratificaticm for 
gradually longer periods of time. 

Teach the child the omcept of time. 


Withdraws and becomes unresponsive when 
under-stimulated by a bland environment or 
inadequate social interactions. 


Create a classroom environment with 
q)prc^ate stimulation by slowly introduc- 
ing moderated noise levels, additional colors 
and textures, nad other senscwy stimuli. 


Is listless, passive, or socially inattentive 


Encourage the child to interact with (rather 
than withdraw from) others. 


Lacks inner control (giggles become screams) 


Use stories, puppets, and rold-plays to help 
the chid gain control. 

Offer verbal reassurance, estabhsh eye 
contact, sit next to the child, or provide 
physical comfort 

Remove the chid from the source of the 
problem and help the child calm down. 


Source: Cole et al., 1989; WaUer, 1993. 



Promoting Peer Relationships 

Good peer relationships have a voy positive effect on the social- 
emotional well-being of drug-exposed children. Teachers should, 
therefore, encourage drug-exposed children's classmates to be under- 
standing and accepting of drug-exposed chiMren. Because bonding 
with even one peer can have a very positive effea on a child exposed 
to drugs, teachers should also nuituie friendships between substance- 

exposed children and their classmates. 
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An effective way to foster peer relationships as well as appropriate 
classKXxn behaviOT is to team a substance-exposed child with a class- 
mate* The teacher should select as *'peer partner" a child with an easy- 
going manner and soft voice (Waller, 1993, p. 64), The child should 
also be capable of understanding, verbalizing, and foUowing classnxxn 
rules and of modeling such behaviors as staying on task. 

Once the peer partnership has been established, the teacher can put the 
substance-exposed child and the peer partner in a small group of 
children who have the san:ie characteristics as the peer partner (calm, 
well-behaved, and diligent). To ensure that tiie child exposed to drugs 
is not ovCT-stimulated during the group activity, the teacher should 
place the group in a classroom area with limited stimuli. Ideally, this 
area would be next to the teacher's desk, and the drug-exposed child 
would be facing a bare wall or chalk boarxi With this arrangement, the 
substance-exposed child would not be surrounded by other children or 
distracted ftom the grpdp by other stimuli (Waller, 1993). 

BEHAVIOR MANAGEMENT 

Although the behavior of children exposed to drugs can be more 
extreme and less predictable than the behavior of emotionally disturbed 
children (Waller, 1993), children exposed to drugs respond to many of 
the same techniques that work with other children, the major difference 
being one of degree. All children do their best when boundaries are 
firmly established, consequences are clearly communicated, and rules 
are consistendy enforced 

Most children exposed to drugs have normal intelligence, which their 
teachers can put to use with many interventions for behavior as well as 
learning problems. For example, rather than appealing to their emo- 
tions (why children should follow rules). Waller (1993) suggests that 
the process of establishing and reinforcing classroom rules should be 
approached as an intellectual task (what arc the rules): 



1. 
2. 



4. 
5. 
6. 
7. 



Compile a written list of classroom rules. 
Make sure the children understand the rules and that they can 
either recite or read the list 
Give examples of each rule and make sure each child can recite 
or give examples as well. 
Post the list in a prominent place in the classroooL 
Put a copy of the rules on the desk of chiklren exposed to drugs 
Review the list with the children several times a day. 
Enphasize that the rules are the same for different activities, 
subjects, etc. 

Instrua children exposed to drugs who attend >ther classes to 
take their copy of the rules with them. 



Dynamite Idea 



1 Preschool Stress 
Relief Curriculum 

The Preschool Stress Relief 
Curriculum helps preschoolers, 
in particular children of sub- 
stance abusers, learn how to 
reduce the stress in their lives, 
enhance their self-concepts, and 
control aggressive behavior. / 
Designed for Head Start pro- 
grams in the metropolitan 
Adanta area, tiie program has 
been supported by the Atlanta 
chapter of the National Council 
of Negro Women aiKi the U.S. 
Department of Health and 
Human Services' Office of 
Substance Abuse Prevention. 

At a two-day workshop teachers 
learn about die causes and 
consequeiK^es of stress in young 
children, stress reduction and 
coping skills for young chil- 
dren, and techniques for creat- 
ing a stress-free classroom 
environment. Parents attend 
two woikshops to learn how to 
deal more effectively with their 
own and their children's stress. 

The complete curriculum 
contains a manual, posters, 
puppets, puppet videotapes, 
coloring/story books, song 
cassettes, and stickers. 

For more infomiation, contact 
Jennie C. Trotter or Gloria 
Humphrey, Wholistic Stress 
Control, Inc., Post Office Box 
42481. Atianta, GA 30311, 
(404)344-2021. 

Source: Collins & Anderson, 
1991. 
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Corkery (1992) recommends that teachers use the following ^cific 
techniques with problem behaviors commonly exhibited by children 
exposed to drugs: 



Behavior Management Strategies 


Problem 


Strategy 


Example 


LackofSelf-Control 


Establish clear and consistent 
limits to help children recog- 
nize boundaries and develop 
greater self-control, then help 
them monitor their own actions. 
Orchestrate situations to avoid 
aggravating dmg-exposed 
children's lack of self-control. 
Teach children how to engage 
in socially acceptable behavior- 


Tell the children to keep a record 
of how many times in one day they 
put away their materials at the 
conclusion of activities. 

If a child throws a tantrum when 
he or she is unable to choose a 
learning center activity because 
Other children have chosen it first, 
arrange the selection of activities 
to ensiue that the child gets his 
oriier first choice. Eventually 
wean his or her away fiom the 
activity. 

Demonstrate how to enter a 
classroom, then "talk the child 
through" the steps of entering a 
classroom and have him or her 
practice entering a classroom. 


Difficulty Cahning Self 


Help children think of things 
that are soothing, then use 
verbal clues to remind them of 
the soothing thoughts or 
encourage them to use visual 
imagery to calm themselves. 


Have a child select cues that he or 
she can use during upsetting 
situations, such as a picture of a 
peaceful scene, a soothing melody, 
or word or phrase the child can 
repeat to calm himself or herself. 

Play soft music, such as a flute 
solo. 


Impulsive Actions and Reactions 


Teach children to use verbal 
reminders and cues to slow down 
their acticxis and reactions, and 
because impulsive children also 
tend to have a low tolerance for 
frustration, help them avoid or cope 
with stressful situaticms that can 
cause them to become either 
withdrawn or aggressive. 


Tell an impulsive child to remind 
himself or herself to "Stop" or to 
"Slow Down" and think about what 
he or she wants to do before acting. 
Teach an impulsive child to stop or 
slow down by counting to a desig- 
nated number before acting. 



continued . . . 

70 

ERIC oO 



Problem 


Stnrtogy 


Exampte 


Aggiessive Behavior 


Set dear limits and consequences 
for aggiessive behavior for all 
childien in ttie gtoup and help 
aggiessive children learn how to 
interact effectively widi peers. 
Help aggressive children develop 
communicaticxi and negotiati(Hi 
sidlls. 


Intervene when an aggressive child 
has conflicts with peers, then have 
the child participate in a group 
discussicm about die conflict 


Inat»lity to Express Feelings Excq)t 
inActicxis 


Since being aUe to talk about 
feelings often obviates the need for 
aggressive and impulsive behavior, 
help children label their feelings, 
then encourage them to e)q>ress the 
feelings veibally or symbolically. 


Ask a child what he or she is feeling 
at the time the behavk)r is occurring 
(or just afterward if necessary), 
encourage tiie child to identify the 
feelings veibally or nonveibally 
(e.g., with a picture), and discuss the 
feelings witii the child. 


Tendency to be Over-Stimulated or 
EMstracted 


Limit the number of activities. 


Teach four subjects rather than eight 
in (Hie week; teach the remaining 
four die following week. Use only 
one or two activities to reinforce a 
concept Limit the number of 
transitions in a lessoa 




Neutralize the source of the stimula- 
tioa 


Protect the child fiom intiusive 
people, noisy environments, and 
unnecessaiy classroom intermp- 
tions. Limit the number of objects 
in the classroom. 


Failurc to Comply \iilh Routine, 
Simple Commands 


Set explicit, ccHisistent limits of be- 
havior for the <Md and explain the 
consequences of his or her acticHis. 
Provide attenticm and time to chil- 
dien who are behaving apfHOpri- 
ately. Recognize that the child*s 
negative behavior is a signal of 
unmet needs and acknowledge the 
child's needs, wants, and fears. 


If the child ignores limit setting, 
address him or iter by name, elicit 
eye contact, and/or touch him before 
giving oral commands. If the child 
fails to OHnprehend the teachers 
nonveibal cue/look, move closer to 
the child, look at him or her, and 
repeat the cue/look; or explain to the 
child what the teachei's look, body 
language, or gesture mean. Compli- 
ment children vA)o comply with 
C(xnmands, are cm task, etc. 

Investigate the roots of a child^s 
behavior by asking questicms about 
his or her needs, wants, or fears. 


Source: Corkeiy, 1992 
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Dynamite Idea 



ARK (At-Risk Kids) Project 

Like most school systems, the Pinellas County Public School system 
lacks flie resources to provide the intensive behavioral therapies, small 
class size, and other costly uiterventions often endorsed for substance- 
exposed and other at-risk children. Consequently, school personnel have 
been developing strategies that enaUe schools to meet at-risk children's 
needs in regular classrooms. One result of this effort has been the 
development of the At-Risk Kids (ARK) behavior management program 
by kindeigaiten teacher Shirley Johnson at Walsingham Elemeruaiy 
School. 

Instruction in the ARK program focuses on four areas considered critical 
for children exposed to drugs but important to the other children in the 
classroom as well: 

Linear Time — to teach students to understand the flow of events as 
well as consequences of behaviors, delayed gratification, etc. 
Self-Monitoring — to encourage children to evaluate and modify 
their own behavior (see Appendix B for examples of behavior modifi- 
cation charts) 

Positive Reinforcement — to promote good behavior by decreasing 
punitive responses and increasing praise and other forms of positive 
reinforcement 

Bonding — to encourage students to develop emotional attachments 
to their peers 

According to principal Faye Deloach, the bonding process has been so 
successful that part of Walsingham's restructuring process has involved 
changing procedu.:es so that kindergarten students can move up with 
their classmates to the same first-grade class. Other indicators of ARK's 
success are the reductions in the number of behavior problems and in the 
number of anticipated special education enrollments. 

Family involvement is accomplished through such approaches as provid- 
ing bus service to remote areas, sponsoring block parties, and identifying 
leaders among parents to host neighboiiiood meetings in their homes. 
The program has also organized covered-dish suppers with foods from 
different countries and cultures. Another key component of the ARK 
program is the release time that teachers receive for training, observing 
each other's classroom practices, and sharing their techniques. 

Since being piloted in 1991, the ARK project has been replicated by 20 
other schools. 

For more infonnation, contact Faye Deloach, Principal; George 
Shennan, Behavior Specialist; or Shiriey Johnson, Teacher, Walsingham 
Elementary School, 9099 Walsingham Road, Largo, FL 34643, 
(813)588-3519; Linda Jones or Alice Roberts, Drug Free Schools 
Program, Post Office Box 2942, Largo, FL 34640-2942, (813)588-6130. 



Source: Shennan, Jones, & Roberts, 1992. 



INSTRUC TIONAL APPROACHES 



Chapter 7 



Like other children, these exposed to drugs learn best when they 
are taught in a manner that takes advantage of their strengths and 
talents, thereby increasing their chances for success. They also 
progress when their areas of weakness are given necessary 
remediation accompanied by emotional support and encourage- 
ment. Like other children, drag-affected children often require 
one-to-one interactions with teachers and respond well to praise 
(Corkery, 1992). They also perform best for teachers who genu- 
inely care about them and their progress. 

The vast majority of children exposed to drugs have normal intelli- 
gence — some are even gifted. Unfortunately, most have character- 
istics, such as an inability to make decisions, organize objects and 
information, or participate in free play, that inhibit their ability to 
leam. Because substance-exposed children's unique instructional 
needs require extra attention and innovative approaches, their 
teachers must have a wide range of instractional strategies at their 
disposal. 

They should also be able to conduct ongoing educational assess- 
ments, monitoring children's progress during lessons, play, transi- 
tion times, and other activities to determine how the children 
experience stress, relieve tension, cope with obstacles, and react to 
change. Play activities should also be observed for indications of 
how the children use peers and adults to meet their needs and solve 
problems. 

Teachers of children exposed to drugs should also be able to stay 
abreast of research developments to ensure that they have up-to- 
date knowledge about teaching children exposed to drags. Be- 
cause substance exposure has only recently become a field of 
scientific study, research is still in the process of identifying the 
most effective teaching strategies and other interventions for 
children exposed to drags (Cole et al., 1989; Howze & Howze, 
1989; Waller, 1993). 

LEARNING STYLES 

Children exposed to drags often have difficulty learning in the 
linear style required in traditional school lessons. While effective 
teachers already present material in different ways to accommodate 
the different learning styles of students in a typical classroom, they 
should be especially vigilant in ensuring that lessons are appropri- 
ate for drag-exposed children*s learning styles. 

73 



Children exposed to 
drags often have diffi- 
culty learning in the 
linear style required in 
traditional school 
lessons. 



Teaching Tip 



The following arc examples of instructional approaches that arc 
^)pn:piate fw: the most oxnmon types of learning styles. 



Getting A Child's 
Attention 

Children cannot leam unless 
they give a task their atten- 
tion; therefore, teachers must 
ensure that they have a 
child's attention before 
attempting to teach some- 
thing. 

Since children exposed to 
drugs have difficulty focus- 
ing attention, the teacher 
must often do so for them. 

For example, the teacher 
might gently guide the child's 
head down toward a book, or 
he or she might move the 
child's hand over a page. In 
tiie process, the teacher 
should use as few stimuli as 
possible. If the teacher 
touches the child's hand, he 
or she should not look di- 
rccdy av or talk to the child. 

Source: Waller, 1993. 
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Fot visual learners, who leam best by seeing oc reading: 

Use visually wiented materials (illustrated hocks, pictures, fihns, 
etc.), 

En5)hasize infiMmaticxi witii colors. 
Encourage children to visualize tasks. 

For auditory learners, who need to hear what they leam: 

Use cassette tapes of stories, films/videotapes with sound, music, 
oral feedback, etc. 

ReinfcHce written directions with (sral directicHis. 

For kinesthetic learners, who leam by touching: 

Provide hands-on activities (building, coloring, painting, etc.). 
Use kinesthetic materials (cloth with textures and a axn)uter witii 
a joystick cm- a nxHise). 

Keep children physically active with activities such as dancing and 
role-playing. 

Fot global learners, who prefer to ponder the whole— the "big 

picture" — before contcn:5)lating the parts: 

Tell children what tiie goals of tasks are. C We are separating 
jellybeans by colors so we can use them to decOTate a gingertrcad 
house.") 

Explain how activities fit in with units. CThis film on pandas will 
begin our unit on animals from other countries.") 

For analytic learners, who use a "part-to-whole" approach to 
learning: 

Give children clues until they guess the identify of a character in a 
story, 

Denwnstrate the steps in a laboratory experiment (Villarreal et al., 
1992). 



TEACHING STRATEGIES 

Based on her interviews with experienced teachers of children 
exposed to drugs. Waller (1993) offers the following advice on 
adapting teaching style. 

!• Forget stimulating teaching. Varied teaching styles or 
animated lessons may confuse or over-stimulate substance- 
exposed children. Teachers of these children should, 
therefore, avoid such strategies as teaching nuxJalities, 



exciting students with high-interest learning activities, and 
allowing students to move around the classroom. 

2. Teach one thing at a time. The teacher of children ex- 
posed to drugs should teach one thing at a time, teach it the 
same way every time, and teach it time after time. He or 
she should be able to break each instructional task into a 
series of subtasks or determine the simplest way to present 
an idea or select one manipulative that best illustrates a 
concept and always teach children in the same way. Since 
children exposed to drugs have difficulty retrieving infor- 
mation, they may demonstrate knowledge of a fact or skill 
one day but not know it the following day» Tlieir teachers 
should, therefore be prepared to repeat tiie same lesson 
several times. 

3. Use one teaching style when providing individualized 
instruction. If taught tiie same fact in five different ways, 
children exposed to drugs may think that they are being 
taught five different things. Therefore, the teacher should 
ascertain the learning style that works best for a student and 
stick to that approach during one-to-one instruction. 

4. Keep groups very small. Since children exposed to drugs 
can be over-stimulated by large groups of people, limit 
groups to two or three children. 

5. Limit the number of choices offered to children exposed 
to drugs. Children exposed to drugs have difficulty distin- 
guishing important from unimportant stimuli and under- 
standing the consequences of alternatives. They arc usually 
confused — ^and sometimes disoriented or angered — by 
choices. Furthermore, their impulsivity causes them to 
make bad choices. 

6. Appeal to the intellect. Witii otiier children, teachers 
appeal to emotions (with motivation, praise, etc.) to reach 
the intellect. Because children exposed to drugs have 
normal intelligence but impaired emotions, teachers can 
more successfully appeal to their intellects and educate 
their emotions. Language is key to this process; therefore, 
children exposed to drugs must be taught language directiy 
since they do not leam to conununicate by imitating others 
(Waller, 1993), 



Adapted from Today's Challenge: Teaching Strategies for Work- 
ing with Young Children At Risk Due to Prenatal Substance Expo- 
sure as well as die work of Corkery (1992) and Waller (1993), the 
following charts identify behaviors of children exposed to drugs 
that may inhibit their success in school and match these character- 
istics with appropriate teaching strategies and interventions. 



I 



Forget timetables 

Concentrate on milestones 
of student learning. 

Mary Bellis Wai'.r 
Crack Affected C' ildren: A 
Teacher's Guide, 1993 
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Learning 



Children exposed to drugs learn best when they participate in 
hands-on activities^ are provided one-to-one instruction, and are 
given opportunities to practice decision-making and problem- 
solving skills. They also progress well in student-centered class- 
rooms with teachers who use a facilitative approach to instruction. 
Such a foundation promotes competence, self-esteem, and motiva- 
tion for new learning (Cole et al., 1989). 



Characteristics that May Inhibit Learning 


Teaching Strategies that Foster Learning 


Uses few problem-solving strategies; rarely 
engages in trial and error 

Rarely comidetes tasks 

Needs a long time to complete tasks 

Demonstrates sporadicAmtermittent mastery of 
skills over prolonged period of time and is some- 
uuico uiuioic to pcnonn lasKs mat nave oeen 
previously mastered 


Ask the diild to verbalize the steps of a task; 
provide oral cues (talk the child through the task) 
if the diild is unable to verbally give steps of task. 

Use physical, concrete, and verbal cues to direa or 
redirect child in task or activity. 


Is frustrated by situations requiring problem- 
solving skills, becomes irritable, and gives up 
easily 


Appeal to the child's intellect rather than emotions. 

Recognize and consistently praise the child's 
attempts and accomplishments. 


Has difficulty paying attention 

Is unable to remain focused on an activity 


Adjust the activity or task to better suit the child's 
interests or learning style. Set aside an austere 
part of the room containing few distractions and 
stimuli to provide one-to-one instructioa 

Encourage the children to verbally remind them- 
selves with cues or words such as 'Think!" to 
continue working when they notice their attention 
straying. 


Has difficulty making decisions 


Give the child opportunities daily to make deci- 
sions about play and other activities. 

Simplify the decision-making process by narrow- 
ing the range of alternatives to two or tluee 
choices. 


Sources: Colectal., 1989; Cbikeiy, 1992; Waller, 1993. 
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Communication Development 

The development of a cliild's language depends on his or her 
ability to receive, understand, integrate, and express meaningful 
information. Children exposed to drugs, especially those who live 
in drug-abusing environments, have difficulty developing commu- 
nication skills because of their inability to process information, to 
interact well with others, and to actively explore thek environ- 
ments. As a result, many substance-exposed children experience 
significant delays in the development of communication skills. In 
fact, many three- and four-year-olds enter pre-school unable to 
speak, and some lack the ability to understand language. 

Because most children exposed to drugs arc unlikely to leam 
language the way other children do (indirectly — by listening to 
others), their teachers must teach them language directly (Cole et 
al., 1989; Waller, 1993). 



Charactenstics that May Inhibit 
* Communication Development 


Teaching Strategies that Foster /J 
Communication Development ^ . 1 


Is unable to follow diiections that arc appropriate for 
his or her developmental level 

Has delayed receptive and expressive language 
Speaks with prolonged infantile articulation 


Give simile one-step diiecdons and gradually 
increase the number of steps in directions. 

Use "iiands-on" activities to reinforce the child's 
language. 

Respond immediately to beginning attempts at 
veibal communicatioa 


Instead of veibalizing his or her needs, wants, and 
fears, expresses them with behavior such as banging, 
stomping, and shouting 

Does not signal desires with eye contact, gesturing, 
or speech 

Does not respond to veibal praise from adults 


Create a stable envinniment wlieie children feel safe 
to express their feelings, wants, and needs. 

Teach the child strategies that enable him or her to 
appropriately express needs, wants, or fears. 

Leam to recognize and respond to muted signals 
from tike child. 

Use close proximity, gestures, and smiles to ccxivey 
messages. 


Observes rather than engages with peers in play 


Provide the child with the apfxopriate language to 
use in ccxiversation with other children, including the 
names of peq[de, pets, food items, body paits, 
objects, feelings, events, etc. 


Source: Coleetal., 1989. 
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Motor/Spatial Development 



Prenatal exposure to alcohol or other drugs can cause neurological 
damage, resulting in fine and gross motor impairment As a 
consequence, children exposed to drugs may experience motor/ 
spatial problems affecting their ability to function normally in their 
physical environment. 



Characteristics that Indicate Abnormal 
Motor Spatial Development 


Teaching Strategies that Foster. 
Motor Spatial Development 


Has difficulty with gross motor skills (e.g. swing- 
ing,, climbing, throwing, catching, jumping, 
running, and balancing) 


Guide the child through motor activities that 
emfdiasize the skills of riiythm, balance, and 
coordination. 

Use songs, games, and play to teach the child how 
to control his or her body. 


Walks into stationary and moving objects 

Moves too close to or too far away from another 
object 

Trips or stumbles without apparent cause 


Remind the child of obstacles in his or her path. 

Provide the child opportunities to ejq)erience 
spatial relationships through motor mazes and 
play. 


Has immature grasping skills 

Has difficulty manipulating (e.g., stacking, cutting, 
drawing) objects 

ExhiUts tremors when stacking, stringing, or 
drawing 


Give the child a variety of tactile and small motor 
activities that use water and sand, pegboards, 
puzzles, blocks, etc. 

Observe the child's tremors, noting their frequency 
and duration and the ways the child compensates 
for them. 


Source: Cole et al., 1989. 
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Play 



During play, children learn to understand themselves and their 
relationships to oaiers and the world around them. Unfortunately, 
children who have been exposed to drugs lack the self-organiza- 
tion, initiative, follow-through, and imagination that is required for 
play. Not knowing what to do when given the opportunity to 
engage in free play, they scatter and bat toys or randomly pick up 
toys up, then put them down (Cole et al., 1990). 



Characteristics that May inhibit Play 


Teaching Strategies that Fost.er Play | 


Rarely participates in spontaneous play, wanders 
aimlessly 


Follow the child's le id in play. 

Give the child support and encouragement during 
play. 


Appears perplexed and confused and cannot select 
or focus on materials 

Is unable to organize own play 

Is easily over-stimulated by too much noise 

Is easily over-stimulated by movement and 
excitement 


fUKI GUI wnai is aVoiiaDie lur ulc unuu lu 
with at home. 

Model toy choices for the child and demonstrate 
how to play with the toys. 

Limit noise levels with sound-deadening devices 
such as acoustic ceiling tile and nigs on floors and 
walls and activity and noise levels. 

Limit activity. 


Does not initiate dramatic play 

Engages in representation play characterized by 
delays, discontinuity, and disorder 


Model, explain, and initiate dramatic play with the 
child. 

Play with the child when he or she initiates 
dramatic play. 


Does not have regular play and rest cycles or 
pattern 

Has difficulty joining others in play 

Does not initiate appropriate interactive {day 


Plan a schedule of play and rest activities to help 
the child develop regular patterns. 

Provide opportunities for the child to play interac- 
tively with an adult 

Provide the child with opportunities to take turns 
with peers and adults. 

Model interactive play. 


Source: Cole et al., 1989; WaUer, 1993. 1 
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• Helplines 

• Organizations and Projects 

• Regional Contacts 

• Training Programs, Consultants, and Technical Assistance 

• Publications 

• For Further Reading 



DO 



Cocaine Baby Helpline (312)908-0867 

Information on the effects of cocaine on children 
and on sources of help for pregnant women. 



Cocaine Information Line •.(800)COC AINE 

24-hour toll-free information and referral service. 

Federal Alcohol 

and Drug Clearinghouses (800)788-2800 

Information and resources from the following 
federal services: 

♦ National Clearinghouse for Alcohol and 
Drug Information 

♦ Drug Abuse Information and Referral 
Hotline 

♦ Drug Information Strategy aearinghouse 

♦ Drug-Free Workplace HelpUne 

♦ Drugs and Crime Data Center 

♦ National Criminal Justice Reference 
Service 

♦ National ADDS Clearinghouse 
National Council 

on Alcoholism (800)NCA-CALL 

Referrals and information on state and local 
affiliates* activities. 

National Council on Alcoholism 
and Drug Dependence 

Helpline (800)622-2255 

Information and referrals. 

National Drug Abuse 

Information Line (800)662-HELP 

Information on drug abuse and telephone numbers 
of treatment centers. 



America Belongs to Our Children— Provides 
infcxmation on dmg use during pregnancy and 
advocates far expanded prcventicm, intervention, and 
treatment services f<x substance-exposed cbJldren; 
publishes the Messenger newslettCT, which contains 
articles on issues and legislaticm affecting substance- 
exposed children, training programs and resources, 
and educational interventions for substance-exposed 
children. For more information, omtactSheryl A. 
Valentiner , Project Director, America Belongs to 
Our Children, Scott Newman Center, 6255 Sunset 
Boulevard, Suite 1906, Los Angeles, CA 90028, 
(213)469-2029, (800)783-6396, Fax (213) 469- 
5716. 

Born Free Project—As part of die Dept of Public 
Health's high-risk infant program, provides pregnant 
women and mothers substance-abuse treatment as 
well as parenting training, assistance with life skills 
(nutrition, budgeting, etc.), and otiier interventions. 
For more information, contact Fran Bakers, Social 
Worker Consultant, Bom Free Project, Mississippi 
State Dept of PubUc Health, Post Office Box 1700, 
Jackson MS 39215-1700, (601)960 -7426, Fax 
(601)960-7922. 

Children's Home Society of Florida— Provides 
evaluative, developmental, and intervention services 
to babies who were in neonatal intensive care; 
interventions include home-based services. For 
more information, contact John Haynes, Executive 
DirectOT, Children's Home Society of Florida, 370 
Office Plaza, TaUahassee, FL 32301, (904)877- 
5176. 

Clearinghouse for Drug-Exposed Children — 

Disseminates infora[iation on research, public policy, 
and n)edical, psychological, and educaticmal ad- 
vances related to services fw drug-exposed children. 
For mc«ne infomiation, contaa Lora-Ellen 
McKinney, Qearinghouse forI>nig-Exposed 
Children, Division of Behavioral and Developmental 
Pediatrics, University of CalifMTiia-^an Francisco, 
400 Parnassus Avenue, Room A203, San Francisco, 
CA 94143-0314, (415)476-9691. 
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Developing Resources for Education in America 
(DREAM)— Nonprofit naticMial OTganization whose 
objective is inateased public awareness about issues 
contributing to children's unhealthy lifestyles; 
provides consulting, training, and other services as 
well as access to a resource library of books, periodi- 
cals, and videotapes. F(»*nK>re information, contact 
Neal Qement, DREAM, 1935 Lakeland Drive, Suite 
B, Jackson, MS 39216, (800)233-7326, (601)364- 
2986- 

Educational Development Center — ^Prcxiuces 
materials for early childhood educators on how to 
effectively meet the educational needs of children 
who have been prenatally exposed to alcohol and 
other drugs. For more information, contact Joanne 
Brady, Co-Director of Project Potential, Educational 
Development Center, 55 Ch^l Street, Newton, MA 
02160, (617)969-7100, ext 312, Fax (617)244-3436. 

Florida Department of Education — ^Prcxiuces 
materials of interest to educators and others who 
work with children who have been exposed to drugs, 
including Florida's Challenge: A Guide to Educat- 
ing Substance-Exposed Children [training package], 
A Nation's Challenge: Educating Substance-Ex- 
posed Children [videotape of 1993 teleconference], 
and a resource directory of products, services, and 
consultants available to educators and others who 
work with children exposed to drugs. Fornwre 
information, contact Skip Forsythe, Drug-Free 
Schools Coordinator, Prevention Center, Florida 
Dept of Education, 414 Florida Education Center, 
Tallahassee, FL 32399, (904)488-7835, Fax 
(904)488-6319. 

Head Start Bureau, Administration for Children, 
Youth, and Families — Administers programs 
established by Head Start in 1990 to address the 
unique needs of substance- involved families. For 
more information, contact Rossie Kelly, Head 
Start Bureau, Administration for Children, Youth, 
and Families, Department of Health and Human 
Services, Post Office Box 1182, Washington, DC 
20013, (202)205-8560- 



The Home and School Institute^ Inc.— Offers 
publications and help on getting parents involved 
in their children*s education. For more informa- 
tion, contact Dorothy Rich, President, Special 
Projects Office, Suite 228, 1201 16th Street, NW, 
Washington, DC 20036, (202)466-3633. 

Juvenile Welfare Board of Pinellas County- 
Special taxing district that contracts with nearly 
50 agencies to provide children and family 
services, including substance abuse treatment and 
maternal and child health. For more infomoiation, 
contact Kate Howze, Community Relations 
Director, Juvenile Welfare Board of Pinellas 
County, 4140 49tii Street, North, St Petersburg, . 
FL 33709-5797, (813)521-1853, Fax (813)528- 
0803. 

Los Pasos C*The Steps")— Through a local 
consortium, Los Pasos staff provide training and 
consultation to Head Start staff and public school 
special education teachers; program also coordi- 
nates social services, ongoing developmental 
assessments, home-based pediatric care, family 
counseling, and other services for substance- 
affected children and families. For more infor- 
mation, contact Bebeann Bouchard, Los Pasos 
Program Manager, University of New Mexico, 
School of Medicine, Dept. of Pediatrics, Albu- 
querque, NM 87131-5311, (505)272-6843. 

March of Dimes Birth Defects Foundation — 

Produces a variety of educational materials as 
part of its mission to improve the health of ba- 
bies, prevent birth defects, and reduce infant 
mortality. For more information, contact Ann M. 
McGovera, Information Specialist, March of 
Dimes Birth Defects Foundation, Community 
Services Dept, 1275 Mamaroneck Avenue, 
White Plains, NY 10605, (914)428-7100, Fax 
(914)428-8203. 

National Association for Prenatal Addiction 
Research and Education (NAPARE)— Not-for- 
profit organization that studies the long-term effects 
of prenatal drug exposure, publishes a quarterly 
newsletter, and coordinates an annual training 
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fonm FwmcTOinfomiation, contact NAPARE, 
200 Ncwth Michigan Avenue, Chicago, IL 60601, 
(312)541.1272, Fax (312)541-1271. 

National Association of State Alcohol and Drug 
Abuse Directors, Inc.— Provides infixmation on 
alcohol and drug abuse prevention and contact 
infcHinaticxi on state Alcohol and Dnig Abuse 
Association diiectOTs. FOTniorc information, contact 
National Association of State Alcohol ^4nd Drug 
Abuse Direaors, Inc., 444 North Captol Street, 
NW, Suite 642, Washington, DC 20001, (202)783- 
6868, Fax (202)783-2704. 

National Clearinghouse for Alcohol and Drug 
Information (NC ADI) — Offers the most compre- 
hensive infomiation on alcohol and other drugs in 
thewoiiA Fch* tiK)re information, contact National 
Clearinghouse for Alcohol and Drug Information, 
Post Office Box 2345, RockviUe, MD 20852, 
(301)443-6500, (800)729-6686^ 

National bistitute on Drug Abuse (NIDA) — 

Conducts research, develops programs, and dissemi- 
nates information on drug-abuse prevention and 
treatment For more information, contact National 
Institute on I>rug Abuse, Dept of Health and Human 
Services, Room 10-03, 5600 Fishers Lane, 
Rockville, MD 20857, (301)443-4577. 

National Perinatal Association (NPA) — ^Promotes 
perinatal health through a multidisciplinary approach 
to health care and research; provides information, 
leadership training, and publications. Forniore 
information, contact National Perinatal Association, 
Suite 525, University Professional Center, 35(X) East 
Fletcher Avenue, Tampa, FL 33613, (813)971-1008. 

National Resource Center for the Prevention of 
Perinatal Abuse of Alcohol and Other Drugs — 

Disseminates infomoation on trends and issues 
related to the prevention of perinatal drug abuse; 800 
number provides access to the center's on-line 
information system, PREMIS (Perinatal Research 
and Education Management Informati(xi System). 
For more information, contact National Resource 
Center for the Prevention of Perinatal Abuse of 
Alcohol and Other Dnigs, 7300 Lee Highway, 
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Fairfax, VA 22031, (703)218-5600, (800)354^ 
8824. 

Office of Substance Abuse Prevention's 
National Clearinghouse for Alcohol and Drug 
Information (ONC ADI) — Provides research 
abstracts, videotapes, public service announce- 
ments, print materials, prevention cunicula, and 
other materials; publishes the Prevention /^^pe- 
/i/ie and a quart^y catalog of publicaticHis. For 
more information, contaa Information Special- 
ist, Office of Substance Abuse PreventicHi*s 
National Qearinghouse fcM" Alcdiol and Drug 
Information, Post OflRce Box 2345, RockviUe, 
MD 20847-2345, (800)729-6686, (301)468- 
2600, Fax (301)468-6433. 

Operation PAR (Parental Awaraniess and 
ResponsibDity), Inc. — ^Provides comprehensive 
services for substance-exposed children, includ- 
ing therapeutic day care designed to promote the 
development of cognitive, nx>tor, language, and 
social skills; offers such services for families as 
parenting classes, case management, and resi- 
dential and ou^atient treatment for substance- 
aousing pregnant and pos^artum mothers. For 
more infonnation, contact Administrative 
Offices, Operation PAR, Inc., 10901-C 
Roosevelt Boulevard, Suite ICXX), St Petersburg, 
FL 33716, (813) 570-5080, Fax (813)570-5083. 

Prenatally Exposed to Drugs (FED) Program, 
Los Angeles Unified School District— First 
preschool program designed for substance- 
exposed children; research findings have guided 
programs for at-risk children across the country; 
provides training to subsidized preschool pro- 
grams so that their staffs can woik with prena- 
tally exposed and otiier at-risk children m tiieir 
own settings. For more information, contact 
Carol Cole, Director, Early Childhood Grant, 
Los Angeles Unified Schools District, Post 
Office Box 3307, Los Angeles, CA 90051, 
(213)625-6909L 

Project DAISY — ^A longitudinal study designed 
to identify the most effective eariy interventions 
and teaching strategies for substance-exposed 



children; has repcMted promising prcliminary results. 
FcHT mcwnc infonnation, cxxitact Diane E. Powell, 
Project Director, Early Childhood Programs, District 
of Columbia Public Schools, Rudolph Elementary 
Annex, 2nd and HamiltcMi, SW, Washington, DC 
20011,(202)576-6938. 

Project Prevent — Helps drug-addicted women 
obtain prenatal services as well as drug treatn>ent; 
ensures that high-risk infants receive medical and 
developmental services and that their families receive 
ongoing support For nxne information, contact 
Donna P. Carson, Project Prevent, Grady Memorial 
Hospital, 100 Edge wood Avenue, Suite 810, Atlanta, 
GA 30303, (404)616^7732. 

Resources in Special Education (RISE) — Special- 
izes in information and resources related to the 
education of children with exceptional needs; pub- 
lishes The Special EDge, a bimontiily newsletter 
containing articles on innovative programs, technol- 
ogy, conferences, instructional materials, and other 
topics of interest to teachers and other practitioners. 
For nK>re inforniation, contact Resources in Special 
Education, 650 Howe Avenue, Suite 300, Sacra- 
mento, CA 95825, (916)641^5925, Fax (916)641- 
5871. 

Snowbabies, Inc. — ^Educates middle and high 
school students about the dangers of maternal drug 
use; works with incarcerated pregnant women and 
mothers of young children* For more information, 
contact Tammy Herman, Executive Director, 
Snowbabies, Inc., 2515 East Pine Street, Orlando, FL 
32803,(407)895-9770. 

Southeast Regional Center for Drug-Free 
Schools — ^Provides training, consultation, informa- 
tion, and technical support to schools, communities, 
and states to support the prevention of alcohol and 
other drug use among youth. For more information, 
contact Nancy J. Cunningham, Director, Southeast 
RegicMial Center for Drug-Free Schools, Spencerian 
Office Haza, University of Louisville, Louisville, 
KY 40292, (502)588-0052, Toll Rree (800)621-7372, 
Fax (502)588-1782. 




ALABAMA 

Alabama Dept. of Public Health 

Saundra Ivey, Perinatal Coordinator 
East Patton Avenue 
Montgomery, AL 36105 
(205)242-5095 

Special Education Services 
Alabama State Dept of Education 

James Waid, Education Specialist 
50 North Ripley Street 
Montgomery, AL 36130 

(204) 242-8114 

Division of Student Instructional Services 
Alabama State Dept of Education 

Joe Lightsey, Drug-Free Schools Coordinator 
50 Ripley Street, 3rd Floor 
Montgomery, AL 36130 

(205) 242-8083 
Fax (205)242-8024 

Substance Abuse Services Division 

Dept of Mental Health and Mental Retardation 

James V. Laney, Director 
200 Interstate Park Drive 
Post Office Box 3710 
Montgomery, AL 36193 
(205)270-4650 
Fax (205)240-3195 

FLOrtlDA 

Alcohol and Drug Abuse Program Office 
Florida Dept of Health & Rehabilitative Services 
Pamela Peterson, Deputy Assistant Secretary 
1317 Winewood Boulevard 
Building 6, Room 182 
Tallahassee, FL 32301 
(904)922-4270 
Fax (904)487-2239 
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Early Intervention Center 
Florida A & M University 
Nancy Fontaine, Director 
Substance-Exposed Children Project 
812 St Michael Street 
Tallahassee, FL 32301 

Florida Alcohol and Drug Abuse Association 
John Daigle, Director 

Cindy Colvin, Resource Center Coordinator 
1030 East Lafayette Street, Suite 100 
Tallahassee, FL 32301-4547 
(904)878-2196 
Fax (904)878-6584 

Prevention Center 
Florida Dept of Education 

Skip Forsyth, Drug-Free Schools Coordinator 
414 Florida Education Center 
Tallahassee, FL 32399-0444 
(904)488-6304 
Fax (904)488-6319 

GEORGIA 

Georgia Alcohol and Drug Services Section 

Patricia A. Redmond, Director 

878 Peachtree Street, NE, Suite 318 

Atlanta, GA 30309 

(404)894-4200 

Fax (404)853-0778 

Health and Physical Education 

Georgia Dept. of Education 

Rendel Stalvey, Drug-Free Schools Coordinator 

1952 Twin Towers East 

Adanta, GA 30334 

(404)656-2414 

Fax (404) 651-9416 

MISSISSIPPI 

Division of Alcohol and Drug Abuse 
Mississippi Dept of Mental Health 

Anne D. Robertson, Director 

Roben E. Lee State Office Building, 1 1th Floor 

Jackson, MS 39201 

(601)359-1288 

Fax (601)359-6147 



Health-Related Services 
Mississippi State Dept of Education 
Paulette White, Director 
Post Office Box 771 
Jackson, MS 39205-0771 
(601)0359-3779 

NORTH CAROLINA 

Alcohol and Drug Defense 

North Carolina Dept of Public Instruction 

Steve Hicks, Division Director 
210 North Dawson Street 
Raleigh, NC 27603-1712 
(919)733-6615 
Fax (919)733-1 130 

Alcohol and Drug Abuse Section 

North Carolina Divi»on of Mental Health 

and Mental Retardation Services 

William Caroll, Director 

325 North Salisbury Street 

Raleigh, NC 27611 

(919)733-4670 

Fax (919)733-9455 

SOUTH CAROLINA 

Drug Abuse Prevention 

South Carolina Dept of Education 

Jerry Coriey, Chief Supervisor 
1429 Senate Street 
Columbia, SC 29201 
(803)734-8097 
Fax (803)734-8624 

South Candina Commission on Alcohol and 
Drug Abuse 

E>ennis Nalty, Deputy Director 
3700 Forest Drive 
Columbia, SC 29204 
(803)734-9527 
Fax (803)734-9663 
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Drug-Exposed Childroi in Educational Settings: 
A Technical Assistance Padkage, U.S. Dept of 
Health and Human Services. Includes a policy 
manual for administratCHrs, a videotape (widi user's 
guide) fOT school perscMinel, and a monograph 
reviewing research relevant to the needs of childien 
who have been drug-exposed; features two versions 
of the written and audiovisual materials, one for 
Head Start and other preschool programs and one for 
elementary schools. Fot more information, contact 
Laura Feig, Office of the Secretary/ASPE, U.S. Dept 
of Health and Human Services, 200 Independence 
Avenue, SW, Room 404E, Washington, DC 20201 , 
(202)245-1805 or Charlotte Gillespie, U.S. Dept of 
Education, Drag Planning and Outreach Staff, Office 
of Elementary and Secondary Education, 400 Mary- 
land Avenue, SW, Room 1073, Washington, DC 
20202,(202)401-3030. 

Project Healthy Choices, Bank Street CoUege of 
Education. A training program for teachers working 
with children exposed to drags. For further informa- 
tion, contact Robin Ruhf, Safe Spaces, Project 
Healthy Choices, Bank Street College of Education, 
610 West 1 12tii Street, New York, NY 10025, 
(212)875-4510. 



further information, ccmtact, Ethel SinxMi- 
McWilliams, Associate Executive DirectOT, NcMth- 
west Regional Educaticmal Labcxatory , Western 
Center for I>rag-Eree Schools and Communities, 
101 S W Main Street, Suite 500, Portiand, OR 
97203, (503)275-9500. 

Teaching Strategies for Young Children: Drug- 
Exposed and At-Risk Project, Hillsborough 
County (FlcMida) Public Schools. A training nxxiel 
designed to prepare trainers to work with teachers of 
children who are substance-exposed; stresses 
practical classroom strategies. Fot further informa- 
tion, contact linda Dels^p^a, Project Director, 
Juditii Hyde, Project CoordinatOT, Drag-Exposed 
and At-Risk Project, Hillsborough County Public 
Schools, 1202 East Palm Avenue, Tampa, FL 
33605, (813)273-7137/7500, Fax (813)273-7302. 

Children Vulnerable for School Failure Be- 
cause of Exposure to Misuse of Drugs and 
Alcohol, Fulton County (Georgia) Schools. A 
teacher-training course covering current research 
on the effects of prenatal drug exposure, the 
social and emotional needs of at-risk children, 
interventions for substance-abusing families, and 
a wide range of other topics. For further informa- 
tion, contact Harold Smith, Executive Director, 
Services for Exceptional Children, Fulton County 
Schools, 580 College Street, Hapeville, GA 
30354, (404)763-5680. 



Substance-Exposed Children Project, Florida A & 
M University. A research-and-development projea 
designed to develop a model training program for 
teachers of substance-exposed children. For further 
information, contact Nancy Fontaine, Director, Early 
Intervention Office, Florida A & M University, 812 
Sl Michael Street, Tallahassee, FL 32301, (904)561- 
2565. 



A Systenuc Approach to Dealing with Fetal 
Alcohol and Other Drug- Affected Children in 
Educational Settings Northwest Regional Educa- 
tional Laboratory. Teaches educators how to identify 
and address the problems of children affected by 
prenatal exposure to alcohol and other drugs. For 
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AkohoU Tobacco, and Other Drugs M4ty Harm the 
Unborn by Paddy S. Cook, Robert C Petersen, and 
DcxtrthyT.Mowe, 1990. Summarizes the effects of 
exposure to drugs on the fetus, infant, and child and 
includes an extensive list of sources of inf<xmation 
on maternal drug abuse. Available fixxn the U.S. 
Dept of Health and Human Services, Office of 
Substance Abuse PrevOTti(Mi, Rockwall H, 5600 
Fishers Lane, RockviUe, MD 20857, (301)443-0365. 

Appreciating Differences: Teaching and Learning 
in a Culturally Diverse Classroom by Evelyn 
Ploumis-Devick, 1991. Helps educators become 
more sensitive to multicultural issues and provides 
strategies for enriching cunicula with multicultural 
perspectives; includes many sample lesson plans and 
activities ($7.00). Available fiom SouthEastem 
Regional Vision for Education (SERVE), 345 South 
Magnolia Drive, Suite D-23, Tallahassee, FL 32301- 
2950, (800)352-6001, Fax (904)922-2286. 

The ARK (At'Risk Kids) Project Year End Report, 
199U92 by George Sherman, Linda Jones, and 
Alice Roberts, 1992. Describes the adoption by ten 
Pinellas County, Florida, elementary schools of a 
behavicM- management program for at-risk children, 
including those affected by prenatal substance abuse; 
details implementation processes and includes 
sample behavior data records in an appendix. Avail- 
able from linda Jones, Supervisor, Dmg-Free 
Schools Project, Pinellas Ctounty Schools, Pbst 
Office Box 2942, Laigo, FL 34640-2942, (813)588- 
6i30. 

At-Risk Families and Schools: Becoming Part-- 
ners, Lynn B. Liontos, 1992. Contains extensive 
information on parent-involvement strategies for at- 
risk children and families; addresses such issues as 
cultural considerations, hard-to-reach parents, and 
rural populations. Available from ERIC Qearing- 
house on Educational Management, College of 
Education, University of Oregon, 1787 Agate Street, 
Eugene, OR 97403, (503)346-5043. 



The Challenge to Care: Children Affected by 
Substance Abuse, AngdSiS.Ravc, 1991. Designed 
as a training manual for foster parents; contains good 
advice on pronwting the healthy development of 
substance-exposed children. Available frc^n Angela 
S. Rave, Project Training Ckx>rdinator, Social 
Services Administration, 31 1 West Saratoga Street, 
Baltimore, MD 21201, (410)461-0282. 

Children Today, July-August 1990, vol. 19, no. 4. 
Devoted exclusively to policies and interventicms for 
substance-exposed children, with articles addressing 
such topics as foster care, child-protection laws, 
coordinated services, and other issues related to 
serving drug-exposed children. 

Cocaine Babies: Florida^ sSubstance-Exposed 
Youth, Jayme Haipring, 1990. Discusses the effects 
of prenatal and environmental dmg abuse and 
identifies educational strategies and resources for 
teachers and other professionals who work with 
substance-exposed children. Available frcHn Preven- 
tion Center, Florida Dept of Education, 414 Florida 
Education Center, Tallahassee, FL 32399-0400, 
(904)488-7835. 

Cocaine's Children [Videot^], March of Dimes, 
1987. Features the wo.k of Dr. Ira Chasnoff, who 
directs research on cocaine-exposed babies at 
Northwestem Memorial Hospital in Chicago; 
discusses the risks to the fetus of cocaine exposure 
and the importance of proper care and nurturing of 
infants; shows how a mother who stopped taking 
drugs has had a positive impact on the development 
ofher child (10 minutes, $40.00). Available from 
March of Dimes, Birth Defects Foundation, 1275 
Mamaroneck Avenue, White Plains, NY 10605, 
(914)428-7100. 

Communities that Care, J. David Hawkins, Richaid 
F. Catalano, Jr., and Associates, 1992. Recommends 
a community-wide approach to preventing substance 
abuse; emphasizing protective factors, such as bonds 
to family, school, and community; and reducing 
risk factors. Available from Jossey-Bass, Inc., 
Publishers, 350 Sansome Street, San Franciso, CA 
94194. 
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Crack Affected Children: A Teacher^s Guide, Mary 
B. Waller, 1993. Explains how schools can r«spcmd 
to the crisis of children affected by drugs; includes 
perceptive teccwimendations fcM" programs, teacher 
training, and classrooms. Available from CJorwin 
Press, Inc., Post Office Box 2526, Newbury Park, 
CA 91319-8526, (800)499-0871. 

Crack Kids in School: What to do. How to do it, 

Danni Odom-Winn and Dianne E. Dunagan, 1991. 
ReccMnmends 2q)plying techniques used with perva- 
sively developmentally delayed children when 
teaching substance-exposed children; contains a 
variety of activities designed to improve behavior 
and communication. Available from Educational 
Activities, Inc., Post Office Box 392, Freeport, NY 
11520, (516)223-4666. 

^"Drug Exposed Infants," The Future of Children, 
Spring 1991, vol. 1, no. 1. Contains articles by 
researchers in the field of substance-exposed children 
and recommendations for policies addressing the 
problems of drug-exposed children. Available fix)m 
Center for tiie Future of Children, 300 Second Street, 
Suite 102, Los Altos, CA 94022, (415)948-3696. 

Educating Young Children Prenatally Exposed to 
Drugs and At Risky Shirley A. Jackson, (in press; 
expected publication date 1993). Designed for 
teachers of drug-exposed children; addresses 
children's learning deficits, describes successful 
programs, and offers several recommendations foe 
teachers and schools. Available from Shirley A. 
Jackson, Director, Office of Comprehensive School 
Health, U.S. Dept of Education, OEPJ, 555 New 
Jersey Avenue, NW, Room 3009, Washington, DC 
20208, (202)219-1496. 

A Generation of Hope [Videotape], Southeast 
Regional Vision for Education, 1992. Identifies the 
key characteristics of drug-ftee schools and features 
examples of effective drug-ftee programs in the 
Southeast Available from SouthEastem Regional 
Vision for Education (SERVE), 345 South Magnolia 
Drive, Suite D-23, Tallahassee, FL 32301-2950, 
(800)352-6001, Fax (904)922-2286. 



Mim-Ubrary— Exceptional Children At Risk, 
ERIC Qearinghouse oa Handics^ped and Gifted 
Children, Council for Exceptional Children 
A collection of 1 1 publicaticMis on at-risk children: 



Bom Substance Exposed, Educadonalfy Vulner- 
able 

Alcohol and Other Drugs: Use, Abuse, and 
Disabilities 

Special Health Care in the School 
Depression and Suicide: Special Education 
Students at Risk 

Homeless and in Need of Special Education 

Abuse and Neglect of Exceptional Children 

Rural, Exceptional, At Risk 

Language Minority Students with Disabilities 

Double Jeopardy: Pregnant and Parenting 

Youth in Special Education 

Programming for Aggressive and Violent Students 

Hidden Youth: Dropouts from Special Education 



The Clearinghouse's ERIC Digest contains one- 
page summaries of the publications. Available from 
Kathleen McLane, ERIC Qearinghouse on Handi- 
capped and Gifted Education, Council fc«* Excep- 
ticmal Children, 1920 Association Drive, Reston, 
VA 22091-1589, (703)264-9474. 

Fetal Effects of Matenwl/Patemal Alcohol and 
Other Drug Use: Abstracts of Selected Articles^ 
Kathy Laws, Karcn Fieland, and Jane Croskey, 
1991. Contains abstracts of 45 articles on the eflfects 
of prenatal substance exposure, prevention and 
intervention programs, and teaching strategies 
appropriate for drug-exposed children. Available 
ftom Northwest Regional Educational Laboratory, 
101 S.W. Main Street, Suite 500, Portland, OR 
97204-3297, (503)275-9500, Fax (503)275-9489. 

Florida^s Challenge: A Guide to Educating 
Substance^Exposed Children [Training Manual & 
Videotape], Florida Dept of Education and Florida 
A & M Substance-Exposed (Mdren Project, 1992. 
Provides training for teachers of substance-exposed 
children in four areas: medical impact, home and 
community environment, school and classroom 
environment, and behaviors and interventions. 
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Available fiom Prevention Center, Florida DepL of 
Education, 414 Florida Education Center, Tallahas- 
see, PL 32399, (904)488-7835, Fax (904)488-6319. 

The Growing Child with Fetal Alcohol Syndrome^ 
1985. Describes scMDC of the social, physical, and 
intellectual consequences of fetal alcdiol syndrome; 
includes a case study of a six-year old with FAS and 
a am^hensive list of clinical features of FAS. 
Available fxoax TTKmas W. Pterrin, Inc., One Madi- 
son Street, East Rutherford, NJ 07073, {201)777- 
2277. 

Handle wiA Care: Helping Children PrenataUy 
Exposed to Drugs and Alcohol Sylvia R Villarreal, 
Loia-EUen McKinney, and Marcia Quackenbush, 
1992. A guideboc^fcH: teachers, health care provid- 
ers, and others who work witfi substance-exposed 
children; addresses learning styles of children with 
substance-exposure, teaching strategies, and 
multicultural issues ($20.64). Available fiom 
Education, Training, and Research Associates, Post 
QfBce Box 1830, Santa Cruz, CA 95061-1830, 
(800)321-4407, Fax (408)438^284. 

Head Start Substance Abuse Guide: A Resource 
Handbook for Head Start Grantees and Other 
Collaborating Community Programs ^ Raymond C. 
Collins and Penny R. Anderson, 1991. Overview of 
the problem of substance abuse and staff roles in 
addressing the needs of substance-exposed children 
and their families; contains an annotated list of 
resources fOTpreschools. Available from Adminis- 
tration for Children, Youth, and Families, DepL of 
Health and Human Services, 330 C Street, SW, 
Washington, DC 20013, (202)245-0436. 

Home Care for Kids. Quarterly newsletter for 
practitioners and caretakers of children who arc 
drug-exposed OT HIV-infected Available fiom 
Home Care for Kids, c/o Susan Weigel, SSA Room 
^ 554, 311 W. Saratoga Street, BaltinK>rc, MD 21201, 
(410)333^263, Fax (410)234-2868. 

Identifying the Needs of Drug-Affected Children: 
Public Policy Issues, 1992. Monograph containing 
several articles on the effects of prenatal exposure to 
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drugs and on policies affecting substance-exposed 
children. Available finwn Office of Substance Abuse 
Prevention, NaticMial Clearinghouse for Alcohol and 
Drug Information, RockviUe, MD 20847-2345, 
(800)SAY-NaTa(DRUGS). 

Interagency Collaboration: Improving the Deliv- 
ery of Services to Children and Families, Stephanie 
Kadel 1992. Provides guidelines for establishing 
collaborations among schools, social service agen- 
cies, health care providers, and other organizadcHis; 
includes descriptions of successfid programs that 
provide integr^ed services to at-risk children and 
families ($7.00). Available fiom SouthEastem 
Regional Vision for Education (SERVE), 345 South 
Magnolia Drive, Suite D-23, Tallahassee, FL 32301- 
2950, (800)352-6001, Fax (904)922-2286- 

A Nation^s Challenge: Educating Substance- 
Exposed Children [Videotape of Teleconference], 
Honda DepL of Education, Florida A & M Univer- 
sity, & U.S. DepL of Education, 1993. Videotape of 
teleconfarence on children exposed to dmgs, featur- 
ing practitioners and poKcymakers ixom across the 
country; resource directory identifies products, 
services, and consultants available to educators and 
others who work with children exposed to drugs. 
Available fiom Skip Forsythe, Drug-Free Schools 
Coordinator, Prevention (Ifenter, Florida DepL of 
Education, 414 Florida Education Center, Tallahas- 
see, FL 32399, (904)488-7835, Fax (904)488-6319. 

Our Voices: Drug-Exposed Babies [Videotzpe], 
BET Networic March 26, 1990. Segment fiom the 
BET Network program Our Voices focusing on the 
effects of prenatal exposure to cocaine; discusses 
care for pregnant drug users, depicts a mother who 
used cocaine during pregnancy, and contains inter- 
views with doctors who treat drug exposure (60 
minutes, $49.95). Available fiom BET Ptxxiuctions, 
Tape Requests, 1899 Ninth Street, NE, Washington, 
DC 20018, (202)636-2400. 

Phi Delta Kappan [Special Section on Children At 
Risk], vol. 74, no. 1, pp. 15-40, 56-80. Contains 
several articles on educating substance-exposed and 
other at-risk children. 



Prenatal Cocaine Exposure: The South Looks for 
Answers, Elizabeth SHotcs, 199L Repwt by the 
Southern Eariy Childhocxl Associaticm (fonnerly the 
Assodation of Children Under Six) on programs and 
interventicHis foe children in the South who have 
been prcnatally exposed to drugs. Available fiom 
Southon Eaily Qidldhood Association, Post Office 
Box 5403, Utde Rock, AR 72215-5403, (501)663- 
0353. 



Wallace, with Marie KLPbulsen, 1989. Provides 
guidelines for teaching substance-exposed children; 
includes strategies in the areas of learning, play, 
social-emotic»ial issues, communication, xoobx 
developnoent, and hcxne-school partnerships. 
Available horn Midwest Regional Center for Ehug- 
Fnee Schools and Oxnmunities, 1900 Spring Road, 
Suite 300, Oak Biook, E. 60521 (708)571-4710. 



Sharing Success in the Southeast: Promising 
Programs in PreschooUTo-School Transitiony 
Caroline FoUman, 1992. Describes model transition 
programs designed to assist young children as they 
move firom preschool to kindergarten. Available 
ftom SouthEastem Regional Vision for Education 
(SERVE), 345 South Magnolia Drive, Suite D-23, 
Tallahassee, FL 32301-2950, (800)352-6001, Fax 
(904)922-2286. 

Sharing Your Success: Summaries of Successful 
Programs and Strategies Supporting Drug-Free 
Schools and Communities, Vicki Ertle and Roy M. 
Gabriel, 1991. Contains descriptions of well over 100 
drug prevention and intervention initiatives, includ- 
ing student, parent, community, and state programs. 
Available finom Northwest Regional Educational 
Laboratory, 101 S.W. Main Street, Suite 500, Port- 
land, OR 97204-3297, (503)275-9500, Fax 
(503)275-9489. 

Thinking Collaboratively: Ten Questions and 
Answers to Help Policy Makers Improve Children's 
Services, Charies Bruner, 1991. A concise, informa- 
tive overview of the advantages of interagency 
collaboration and strategies for establishing success- 
ful collaborations. Available from Education and 
Human Services Consortium, Institute for Educa- 
tional Leadership, 1001 Connecticut Avenue, NW, 
Suite 310, Washington, DC 20036-5541 (202)822- 
8405. 

Today's Challenge: Teaching Strategies for Work- 
ing with Young Children At Risk Due to Prenatal 
Substance Exposure^ Carol K. Cole, Vicky Ferrara, 
Deborah J* Johnson, Mary W. Jones, Marci B. 
Schoenbaum, Rachelle Tyler, and Valerie R. 
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The following bibliography lists publications addressing specific issues, including learning and behavior 
problems, related to children at risk due to substance exposure. It was compiled for educators and other 
practitioners serving children exposed to drugs and other at-risk children by Nancy Fontaine, Director, 
Substance-Exposed Children Project, Florida A & M University, Tallahassee. 
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Appendix A 



SHARING SUCCESS: 
DRUG-FREE SCHOOLS RECOGNITION PROGRAM 

Each year the U,S, Dept. of Education recognizes public and private schools that develop 
effective approaches to helping students resist or overcome the use of drugs. Nominations 
are solicited from state departments of education, the National Federation of Parents for 
Drug-Free Youth, and the Council for American Private Education. Reviewers evaluate 
nominated schools according to criteria established by the Drug-Free Schools Recognition 
Program. Schools that meet the criteria are visited by a two-member site team, who validate 
the drug-free program's effectiveness and recommend exemplary schools for national recog- 
nition. 

The SouthEastem Regional Vision for Education (SERVE), in conjunction with the U.S. 
Department of Education's Drug-Free Schools Recognition Program, the Southeast Center 
for Drug-Free Schools and Communities, and the Southwest Center for Drug-Free Schools 
and Communities, has identified the southeast schools that were either nominated, qualified 
for a site visit, or received national recognition as a successful drug-free program between 
1988-1991. 

SERVE has produced a videotape, entitled A Generation ofHopey that features some of the 
most effective drug-free programs in the region {see "Resources'" for ordering information). 
It focuse on s six key characteristics of drug-free, violence-free, and achievement-oriented 
school environments: 

1. Recognizing and assessing the problen 

2. Promoting peer counseling 

3. Providing professional counseling 

4. Selecting and providing alternative and positive activities 

5. Setting and enforcing policy 

6. Encouraging community and parental involvement 

A list of the southeastern schools that have been selected by the Drug-Free Schools Recogni- 
tion Program, along with the characteristics for which they were recognized, follows. 
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Successfui Drug-Free Schools of the Sbutheast^^ 



1. Delivery of the Message 

2. Peer Counseling 

3. Professional Counseling 

4. Positive Activities 

5. Policy Setting and Enforcement 

6. Communify & Parent Involvement 



Recognized For 



PARTICIPANT 


ADDRESS 


PRINCIPAL 


YR 


1 


2 


3^ 


4 


5 




Bayou View ES 
OradesK-6 


Washington Ave. 
GulfportMS 39507 


Nolena Stqshens 
^601)8654625 


1990- 
1991 


X 


X 


X 


X 


X 


X 


Carver Heights ES 
Giades2-3 


411 Bunche Drive 
GoldsborcNC 27530 


VedaMcNair 

(919)731-5910 


1989- 
1990 


X 


X 


X 


X 


X 


X 


Central ES 
Grades 4-6 


Calhoun & Moore Sts. 
Dublin* GA 31021 


Catherine Wooddy 
(912)272-0502 


1989- 
1990 


X 




X 


X 


X 


X 


Cobunbia HS 
Grades 8-12 


2106 Columbia Drive 
Decatur. G A 30032 


Stanley Pritchett 
(404)284.8720 


1991- 
1992 


X 


X 


X 


X 


X 


X 


CoTil Springs HS 
Grades 9-12 


7201 W. Sample Road 
Coral Springs. FL 33065 


Bnioe Wager 
(305)344-3400 


1991- 
1992 


X 










X 


Corpus Chiisti School 


6300 McKenna Drive 
Mobile, AL 36608 


Brenda Evans 
(205)342-5474 


1989- 
1990 








X 




X 


E. E. Smith MS 
Grades 6-8 


P.O. Box 368 
Kcnansville, NC 28349 


PatMatthis 

(919)296-0309 


1989- 
1990 








X 




X 


Ecambia County HS 
Grades 9-12 


1215 S. Presley Street 
Atmore. AL 36502-3299 


Thomas Plash 
(205)368-9181 


1989- 
1990 


X 


X 


X 


X 


X 


X 


BrighamES 

Grades pre K-5 


6th Street & Ave. C SE 
Winter Haven. FL 33880 


Lela Keith 
(813)291-5300 


1991- 
1992 


X 


X 


X 


X 


X 


X 


Frostproof Jr&SrHS 
Grades 7-12 


1000 North Palm Ave. 
Frostproof, FL 33843 


WannisBowen 

(813)635-2221 


1990- 
1991 


X 


X 


X 


X 


X 


X 


Garden GioveES 
GradesK-6 


4599 Cypress Grdns Rd 
Winter Haven, FL 33884 


Richard Dobler 
(813)291-5396 


1991- 
1992 


X 






X 


X 


X 


G.W. Carver MS 
Grades 6-7 


90044 Avenue 
Meridian, MS 39304 


Robert Markham 
(601)483-9381 


1988- 
1989 


X 


X 


X 


X 


X 


X 


Grove Park ES 
GTadesK-6 


1643 Miller Street 
Orange Park, FL 32073 


Dale Eichom 
(904)278-2010 


1991- 
1992 








X 




X 


GwinOaksES 
Grades K-5 


400 Gwin Oaks Drive 
Lawrenceville, GA 30223 


Lyn Butdette-Evans 
(404)972-3110 


1989- 
1990 








X 




X 


Haines City HS 
Grades 9-12 


2800 Hornet Drive 
Haines City, FL 33844 


James Partain 

(813)422-6415 


1990- 
1991 


X 


X 


X 


X 


X 


X 


Hendrix Drive ES 
Grades K-5 


4475 Hendrix Drive 
Forest Park, GA 30050 


Robert Soper 
(401)362-3835 


1991- 
1992 


X 


X 


X 


X 


X 


X 


InwoodES 
GradesK-6 


220 Avenue G NW 
Winter Haven. FL 33880 


SueBuckner 
(813)291-5369 


IWI- 
1992 


A 


A 




Y 
A 






Jackson Road ES 
Grades K-5 


1233 Jackson Road 
Griffm,GA 30223 


Dorau Parks 
(404)229-3717 


1989- 
1990 


X 




X 


X 


X 


X 


Hunt Jr HS 
Grades 9-12 


Rt. 2 

Wilson, NC 27893 


Philip Deadmon 
(919)291-9450 


1989- 
1990 




X 






X 


X 


Lawrenceville MS 
Grades 6^ 


723 Hi Hope Road 
Lawencevflle. GA 30243 


Joan Akin 
(404)963-6144 


1990- 
1991 


X 


X 




X 




X 


MeridanHS 
Grades 10-12 


2320 32nd Street 
MeridamMS 39305 


Robert Tumage 

(601)482-3191 


1988- 
1989 




X 








X 


Monrovia School 
GradesK-8 


1030 Jeff Road 
HuntsvUle,AL 35806 


Derrell Brown 
(205)837-3628 


1991- 
1992 


X 




X 


X 


X 


X 


Myrtle Beach ES 
Grides 3-5 


3101 Oak Stxeet 

Myrtle Beach, SC 29577 


Dr. John Sprawls 
(803)448-1774 


1991- 
1992 


X 


X 


X 


X 


X 


X 


Myrtk Beach MS 
Grades 6^ 


3001 Oak Street 

Myrtle Beach. SC 29577 


Eddie Bolton 
(803)448-3932 


1991- 
1992 


X 


X 




X 


X 


X 


OcoeeMS 
Grades 6^ 


300 Blufofd Avenue 
Ocoee.FL 34761 


Jennifer Reeves 

(407)877-5035 


1991- 
1992 


X 


X 


X 


X 

1 


X 


X 
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i^MciS^ df ttie Sout^^ 1988;^1991 



1. Delivery of the Message 

2. Peer Counseling 

3. Professional Counseling 

4. PosiOve Activities 

5. Policy Setting and Enforcenf)ent 

6. Community & Parent Involvement 



1 PARTICIPANT 


ADDRESS 


PRINCIPAL YR 














vraige vm> ve t:^ 
Grades 4-6 


GuIfiport,MS 395Q3 


(601)832-2322 


1991 


X 


X 


X 


X 


X 


X 


Grades 9-12 


998 Cole Road 
LUbum^GA 30243 


iVm *?ii^iLi iji 

(40i)921-2874 


1990 


X 


X 


X 


X 


X 


X 


Polk City £S 
GndesmK-6 


125 Bougainvella Ave 
Polk City, FL 33868 


(813)984-1332 


1992 


X 


X 






X 


X 


WatkinsHS 
Grades 10-12 


1100 West 12th Street 
Laurel MS 39440 


DonGnibbs 
(601)649^145 


1988- 
1989 


X 


X 


X 


X 


X 


X 


Roosevelt VS 
Grades 7-12 


115 E Street 

Lake Wales, FL 33853 


Harold Maready 

(813)678^252 


1989- 
1990 


X 


X 


X 


Y 

A. 


Y 

A. 


Y 

A. 


SoutfalakeES 
GradesK^ 


3755 Garden Street 
Titu«ville.FL 32796 


Robert Jones 
(407)269-1022 


1991- 
1992 


X 


X 


X 


X 


X 


X 


Spook HiU £S 
K-5 


321 East North Avenue 
Lake Wales, FL 33853 


James Beaver 

(813)676-8568 


1990- 
1991 


X 


X 




X 


X 


X 


TenyMiUES 
Grades K-7 


797 FayettcviUe Road 
Adanta^GA 30316 


Dr. Shirley Reams 
(404)373-3463 


1991- 
1992 


X 


X 


X 


X 


X 


X 


VandcrlynES 
GnidesK-6 


1877 Vanderlyn Drive 
Dunwoodv.GA 30338 


Sam Harman 

(404)394-2624 


1991- 
1992 


X 


X 


X 


X 


X 


X 


West IredeU School 
Grades 9-12 


Route 6 Box 13 
StatesviUc. NC 28677 


Miriam Evans 

(704)873-2181 


1989- 
1990 


X 




X 


X 


X 


X 


WestwoodJrHS 
Grades 8-9 


3520 Avenue J NW 
Winter Haven, FL 33881 


Carolyn Baldwin 
(813)965-5484 


1991- 
1992 


X 


X 




X 




X 


RivenlaleMS 

Grades 6-8 


400 Roberts Drive 
RiverdalcGA 30274 


Robert Shqwud, Jr. 
(404)9944045 | 


1988- 
1989 








X 




X 



Further information about the U.S. Dept of Education's Dnig-Free Recognition Program can be obtained 
fKXD. the following agencies and individuals: 

U.S. Dept of Education, Drug-Free Schools Recognition Program, Room 5 10, 555 New Jersey Avenue 
NW, Washington, DC 20208-5645, (202)219-2148 



State Drug-Free Scho<ris Coordinators: 
Alabama Florida 
JoeLightsey SkipForeythe 
(205)242-8083 (904)488-6304 



Georgia 
Rendel Stalvey 
(404)656-2414 



Mississippi 
Paulette White 
(601)359-3778 



North Carolina 
Steve Hicks 
(919)733-6615 



South Carolina 
Jerry Coriey 
(803)734-8097 



Regional Drug-Free Centers: 

Southeast Regional Center for Drug-Free Schools and Communities (Alabama, Horida, Georsia. 
North Carcdina. South Carolina) 

Spencerian Office Plaza, University of Louisville, Louisville, KY 40292, (800)62 1-SERC 

Southwest Regional Center for Drug-Free Schools and Communities (Mississippi) 
555 Constitution, Suite 138, Nonnan, OK 73037-0005, (800)234-SWRC 
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SAMPLE BEHAVIOR MODIFICATION CHARTS 
FOR CHILDREN AT RISK 

The following behavior modification charts were developed by classroom teachers participating in 
the ARK (At-Risk Kid) Project in Pinellas County, Florida {see Chapters). The charts, which 
enable a teacher to systematically record and reinforce improvements in children's behavior, are 
effective with substance-exposed and other children with behavior problems. 

Because SERVE does not validate products and services, we are not endorsing this behavior man- 
agement approach but presenting it as an example of techniques that can be effective with children 
who are substance-exposed. 

For further information about the ARK Project, contact 

Faye Deloach, Principal 

George Sherman, Behavior Specialist 

Walsingham Elementary School 

9099 Walsingham Road 

Largo, FL 34643 

(813)588-3519 

or 

Linda Jones/Alice Roberts 
Drug-Free Schools Project 
Pinellas County Schools 
Post Office Box 2942 
Largo, FL 34640-2942 
(813)588-6130 
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DAILY LOG 



student: Paul Smith 






Date: 


Mrs. Weeks' class 




Paul's Grade 


Teacher's Grade 

© 


Writing (IM, W, F), 
Language (T, Th) 


oBcdefyfiij 






- ft 




vizi/ • # # 


Reading ^Ch^j^ 








Mrs. Deufel 




© 






© 


© 


Lunch Jl^g,^ 








Social Studies ^|H|^ 


© 




Science/ Healtli ^^^^^^F? 


0 


0 


Cliapter '^^j^ 









Comment: 



Paul became frustrated after the 2nd period. He would not grade himself after lunch because 
he was angry. He said he would not grade himself Tuesday and that he was going to be bad 
all day. 




Source: ARK Project Reporti 991 -92 School Year (Adapted with permission.) 



ON-TASK BEHAVIOR 
DAILY CHECK SHEET 



Check Points 
Lisa 
Tiischelle 
Shara 
Matthew 
Leonard 
Deon 
Justin 
Shana 
Antoneil 



^on. 
1 



Tot. Tues. 



Jot. Wed. 



Tot. Thurs. 



Tot. Fri. 



Tot. 



P.M. 

Check Points 
Edward 
David 
Jemiaine 
Windei 
Atensia 
Ricky 
Casey 
Feron 
Joey 



-m 



Sou rce: ARK Project Report 1991-92 School Year. (Adapted with permission.) 
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Appendix C 



CLASSROOM RATING SCALE FOR TEACHERS 
OF CHILDREN EXPOSED TO DRUGS 



The Classroom Rating Scale was designed by Nancy Fontaine, Director of the Substance-Exposed 
Children Project, Florida A & M University. Its purpose is to help classroom teachers assess their 
classrooms, instruction, and interactions with children. It is presented here as a first step in design- 
ing environments and activities that are most appropriate for children exposed to drugs. The Class- 
room Rating Scale is adapted with permission. 
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I Chttdnn Exposed to Drugs: MeeUng Vwlr Needs 



R—pondIng to clhnW fMdtac* /• part of thm mitslon at SERVE. Your faodback on thUt publication will 
parmH ua to battar aaalat you, and your racommandatlona will ba Incorporatad Into futura aditlona. Plaaaa 
halp ua by providing a brM raaponaa to tha following: 



1. Is this publication a useMresoufw for those wtw work wthchi^ □ Yes □ No Whyorwhynot? 

Z Did you find the synthesis of research presented in this (tocument useful? □ Yes □ No Please explain briefly. 



F 
E 
E 
D 
B 

3. Did you firxJ the Strategies in this document useful? □ Yes □ No Please explain briefly. What other strategies do you recommend? ^ 

c 

K 



4. Were the resources and appendices in this document helpful? □ Yes □ No Please explain. Please list other resources that 
should be included. 



5, In general, how might this publication be improved? p 

□ More background information □ More examples _ 

□ Other ' ^ 

R 

6. How do you plan to use this document or how have you used it? SVi 

□ iirplementation Guide □ Stalf/Professionai Development 

□ Research □ Qibfdr (please specify) 



7. How did you learn about/receive this publication? 

□ Announcement in mai □ ProfessionalJoumal/NewsJetter □ SEHV£ Field Representative 

□ (Ah^r (please specify) 



8. What activities would you like to see as a follow-up to this publication? 



School/Organization/Agency: 

Contact Name: Position:, 

Address: 



City:_ estate: Zip: 

Telephone: (__). Fax: ( ) 



Please mail or fax cornpleted form to: SERVE Thank you 

345 S. Magnolia Drive f^f Completing 

Suit© D-23 ^1^1^ #/%rfw * i ^ 

Tallahassee. FL 32301-2950 113 



Fax: (904)922-2286 
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DYNAMITE IDEAS SUBMISSION FORM 



SERVE would like to highlight outstanding examples of programs and strategies for working 
with substance-exposed chikiren with which you are involved or familiar. These programs 
will be put)iidzed in future editions of this and other put>iicatk>ns and conskiered for recogni- 
tion in the SERVE Sharing Success program. Please let us know what you are doing! 



Program: 

School/Organizalion/Agency: 

Contact Name: Position: 



Address: (0 wori< Ohome) 




Ci^r: ^State: Zip: 

Telephone: ( ) Fax: ( ) 

Purpose of program: 



Description of program: 



Please photocopy this form if addittonal copies are needed. 
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PRODUCTS AND SERVICES 
ORDER FORM 



Hot Topics 

Developed with input from educators throughout 
the Southeast these research-based guidebooks 
offer information, resources, descriptions of 
exemplary programs, and contacts for additional 
information. Quantity 



Children Exposed to Drugs: Meeting their Needs 
^130 pages, HTSEC) 



Reducing School Violence 

□Regional Edition (110 pages, HTRVR) 

□Florida Edition (112 pages, HTRVF) 

Appreciating Differences: Teaching and Learning 
in a Culturally Diverse Classroom (1 16 pages- 
Revised and expanded edition, HTADI) 

InteragencyColl^ation: Improvingthe Delivery 
of Sennces to Children and Families (118 pages, 
HTICD) 

Using Technology to Improve Teaching and Learn- 
ing (90 pages, HTTEC) 

Schods for the 21st Century: New Roles for 
Teachers and Principals (94 pages, HTSTC) 

Comprehensive School Inprovement 
(95 pages, HTCSI) 

Proijiem-Centered Learning in Mathematics and 
Science (60 pages, HTPCL) 



SERVE R&D 



This new series examines research that has 
been successfully applied in schools and offers 
valuable information, examples, advice, ar)d 
resources to those working to improve practice 
in education. Quantity 



How to Assess Student Performance in Science: 
Going Beyond Multiple-Choice Tests (68 pages. 
RDSPS) 



Designing Teacher EvaluaSon Systems that 
Support Professional Growth{A5 pages. RDTES) 



SERVE Reports 

SERVE Reports offer analyses of the latest 
developmentsand issues related to education 
and the ways in which they impact schools and 
society. 

Souffiem Crossroads: A Demographic Look at the 
Southeast by Harold Hodgkinson (90 pages. 
SRSCR) 

Supporting Family Involvement in Early 
Childhood Education: A Guide for Bu^ness (50 
pages, SRSFI) 

A Public-Private Partnership: South Pointe 
Elementaiy School (31 p?^, SRSPE) 



EDTALK 



Co-produced with the Council for Educational De- 
velopment and Research, ttiis series focuses on 
educational improvement and answers common 
questions tiiat parents and teachers have about 
teaching and teaming. 

EDTALK: What We Know About Mattiematics 
Teaching and Learning (69 pages, EDMAT) 

EDTALK: What We Know About Science 
Teaching and Learning (70 pages, EDSCI) 

EDTALK: Rural Schools on ttie Road to Reform 
(70 pages, EDRUR) 



Quantity 



Quantity 



Videotapes 



SERVE produces a variety of VHS tapes that give stakeholders in education the 
opportunity to see school improvement and reform initiatives in action. 



Quantity 



Passages: Continuity from Pre-School to School— A visit to six schools with exemplary 
programs that guide young children from home to school and address their many needs (30 
min.. VTPST) 

Southern Crossroads-Hoted demographer Harold Hodgkinson examines demographic 
trends in the Southeast and discusses the challenges and opportunities they present (30 min., 
VTSCR) 

^Special: Order Southern Crossroads publication and videotape for only $25 (P02) 

Drug^ree Schools: A Generation ofHope-An examination of six key characteristics of 
effective school programs to reduce- and prevent student drug use (30 min., VTDFS) 

Journey Toward Change-offers kieas, strategies, and inspiration to school improvement 
teams from educators who have participated in successful school improvement initiatives. A 
complementary film to Hot Topics: Comprehensive School Improvement {25 min., VTCSl) 

^Special: Order report and tape for $25, P01 

Successful Mathematics and Science Practices: 

• General Audlences-A close look at exemplary mathematics, science, and technology 
programs in several schools in the Southeast (30 min., VTMS3) 

• Poiicymakers-A panel discussion with the region's chief state school officers, business 
leaders, and others on promoting change; features exemplary school programs in mathemat- 
ics, science, and technology (60 min., VTMS6) 

• Teachers/Practltioners-A panel discussion with award-winning teachers on how to imple- 
ment innovative programs and practices; features exemplary school programs in mathemat- 
ics, science, and technology (90 min., VTMS9) 



ORDERING INFORMATION 



SERVE publications are $7 each for 1-49 copies; $6 each for 50^ copies; tS each for 100+ copies. Videotapes are $19j95. 



(□Mr. QMrs. GMs. GDr.) First Name 


Ml 


Last Name 


Position/Title 




Organization 



Address 




Phone (□ Home □ Work) VoiceMail E-Mail/Internet Address SunCom (Ra, only) 



TO ORDER: Make check or purchase order to NEFEC/SERVE (Federal ID# 59-6000-821 ). Remove or copy this order form and 
send it with your check or purchase order to: NEFEC/SERVE, Route 1 , Box 8500, 3841 Reid Street, Palatka, FL 321 77. Non- 
exempt Ftorida residents must include 6% sales tax. Exemption # 
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^^^^^^^ Free products and services 

^^^^S^ ORDER FORM 

The SouthEastem Regional Vision for Education (SERVE) offers a number of products and services designed to promote educational 
Improvement. Single copies of the following items are available at no cost. Please check the box for the item(s) you wish to receive 
and mail to SERVE. 345 South Magnolia Drive, Suite D-23, Tallahassee. FL 32301 -2950. 


1 P«lr. □Mrs.QMs.QDr.) First Name 


Ml Last Name 


j Position/Title 


Organization 


1 Address 


1 City State 


Zip + 4 County 


Phone (□ Home □ Work) VoiceMail 


E-Mail/lntemet Address SunCom (Ha. only) 


1 PUBLICATIONS 


COMPUTER/ELECTRONIC 
INFORMATION SERVICES 


USERVE Brochure— overview of laboratory activities 
(SEBRO) 

I QSharing Success: Mathematics and Science— 6e- 
j scriptions of 54 outstanding school and district programs 
1 In the southeast (72 pages, SSMS2) 

QShan'ng Success: in the Southeast Promising Pro- 
grams in PreschOQi-to-School r/ansrt/on— detailed 
descriptions of 1 9 schools and/or districts in the Southeast 
with outstanding early chikJhood transition programs (62 
pages. SSPST) 

UDrug-Free Schools: A Generation of Hope— ContacX 
1 inforniation for dozens ot scnoois in me oouuieasi wiui 
outstanding daig use prevention programs (8 pages, 
VTDFS) 

QWhat Teachers Have to Say About Creating Innova- 
tions in Education: Proceedings from the Sharing 
Success Forum (24 pages) 

UThe Need for Improved Mathematics and Science 
Education— a policy brief (8 pages, PBIMS) 

UA Resource Bookiet on Transitions (35 pages) 

□ Early Childhood Regional Symposium Proceedings, 
1991 (20 pages) 

QSpotlight on Success: Early Childhood Regional 
Symposium Proceedings, 1992 (35 pages) 


Database Infonnatlon Services Clearinghouse (DISC) 

DISC is SERVE'S conputerized research sendee for 
identifying periodicals and other publications on topics related 
to education. Offered free to educators in the Southeast, 
DISC provides access to the Educational Resources 
Information Center (ERIC) and many other computer 
databases of information on education. Educators who 
request literature searches from DISC will receive research 
packets that include abstracts of relevant articles and other 
publications, a copy of one or more relevant journal articles, 
and 3 copy of an ERIC document. 

For further information about tills sen^ice, call (800)352-3747 
or write to SERVE at ttie address at ttie top of ttiis page. 

SERVE'Line 

SERVE-Line is a nationwide computerized communication 
system ttiat educators can use to access and exchange 
information. Witti SERVE-Une (and a computer and modem), 
educators can send messages to each ottier through an 
electronic mail system; share opinions, and make 
announcements pertaining to education; copy publfc domain 
educational software; and team about educational events, tiie 
latest educational research, and ottier information of interest 
The majority of SERVE-Line's menu items are availabte for 
use at no cost. 

To connect with SERVE-Line via a computer and modem, dial 
(800)487-7605. For more information, call (404)577-7737 or 
(800)377-501 1 or write to SERVE, 41 Martetta Street, NW, . 
Suite 1000, Atianta. GA 30303. 
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marijuana 3 
N 



O 

opiate 4 
P 

parent 19, 82-84, 88, 89, 

91, 93, 94 
perinatal health 84 
phencyclidine (PCP) 23 
polydrug use 23 
poverty 16 

prenatal 83,85, 87-91 

prenatal care 3 

Prenatal exposure 5, 18, 78 



R 

research 5, 22, 73, 82- 

84, 87, 88, 93 
rural 4 



S 

school programs 4 
service agencies 40, 41, 47 
South Carolina 5 
special educati(m 9,83 
stress 27, 64, 69, 73 
substance-abusing families 29 
substance-abusing women 6 
support 10, 61,64,68, 69, 73, 79 

T 

teacher training 87, 89 
teaching 9, 61, 63-67, 73-79 
Teaching Tips 63, 64, 65, 74 
Tobacco 19, 88 

training 9, 82, 83, 84, 85, 87, 88 
tranquilizers 22 
treatment 3, 82, 84, 85 



V 



"^o^c 21 violence 27,28,89, 92 

National Association for Perinatal 

Addiction Research (NAPARE) 

25 

Native Americans 3 
neglect 9,89 



118 

ERIC 



mc 133 



